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Dear frends, 


Re: Mailing List 1996/2 


Herewith we send our second package of HIV/AIDS literature for 1996 which, we hope, will reach 
you in good order. It contains copies of 15 recent publications covering a wide field of HIV/AIDS 


related issues. The numbers on the list are incidental and not intended to reflect any order of importan- 
ce. 


We wish to draw your attention to the WHO papers: 

- Preventing HIV transmission in health facilities 

- TB/HIV. A clinical manual 

- Counselling for HIV/AIDS: a key to caring 

- Provision of HIV/AIDS care in resource constrained settings, 

which offer comprehensive and concise information on issues of great importance. 


The paper: HIV/AIDS and Church Development Work reflects the HIV/AIDS Policy of Misereor. 


The articles: 

- Faithful but fearful: reducing HIV transmission in stable relationships, and 
- Stress and burnout in HIV/AIDS carers, Hewes 
touch on issues which are frequently not receiving the attention needed. 


We also want to let you know that a ‘Guide to Technical Support available to HIV/AIDS Projects in — 
Developing Countries’ can be obtained free of charge by NGOs in developing countries through the 
UK AIDS Consortium, 37/39 Great Guildford Street, London, SE1 OES, UK. 


Once again, not all items included will be of interest to everyone of our addressees. We trust that you 
will act as multiplicators by distributing copies of papers to other interested parties and by passing on 
those which are not relevant to your field of work. 


* 
We are always grateful for your comment on the literature parcels sent to you. 


With our greetings and best wishes for your work - 


LAME <A 


Clemens Obergfell Klemens Ochel Gesine Ruppert-Mann Gertraud Solleder 
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PROVISION OF HIV/AIDS CARE IN RESOURCE CONSTRAINED SETTINGS 
Summary 


This paper presents an overview of the capacities of existing health care s 
ystems to integrate 
ne care into health services, with particular emphasis on the district level, including 
ae . Primary health - and community-based care. It examines the impact of HIV/AIDS on 
th care systems, and the needs of people with AIDS (PWAs). It outlines the appropriate 
responses of health care systems td the challenge of HIV/AIDS, identified as comprehensive care 
along a continuum, and emphasizes the linking of care and prevention activities. The paper ends 


with a re-examination of the requirements of health care systems to adequately respond to the 
growing burden of HIV/AIDS. ‘ 


HIV/AIDS and existing health care systems: capacities and utilization 


From a public health perspective, the purpose of a health ‘system is to protect and improve the 
health of total populations, including the recovery of health by treatment when prevention is 
unsuccessful [1]. ; 


Government health budgets cover the costs of establishing and operating the public sector health 
care infrastructure, furnishing medical supplies and providing human resources by training all 
categories of health care workers, including counsellors. Continuity in health service provision is 
ensured by an annual budget. Government health budgets provide, too, for the many ancillary and 
vital services such as a national essential drugs supply system, transport, a health information 
system, and public information and education for health promotion and prevention activities. 
Governments are also responsible for health policy formulation, allocation of resources and as a 
source of high-level technical advice. 


NGOs have complemented government health services by increasing access to health care for rural 
populations through various means such as mission hospitals, outreach activities and establishing 
community-based health promotion and care projects. NGOs have often been able to initiate more 
innovative and flexible approaches to health care and sometimes NGOs and government services 
have successfully collaborated to provide district medical services. 


Equity in health care 


Many governments have national health policies which explicitly or implicitly commit them to 
provide equity in access to health care regardless of whether the illness is infectious, chronic or 
acute, curable or incurable. Diabetics must receive lifelong administration of a vital drug, insulin. 
Appendicitis will require surgical intervention. Liver cancer patients should receive pain relief and 
palliative care at the least, and those infected with HIV - a "chronic" and ultimately fatal STD - 
should receive treatment for their opportunistic infections, counselling and, like cancer sufferers, 
pain relief and palliative care. 


There is inequity of access to health care in many countries of the world. In many developing 
countries, despite NGO and government efforts, there is substantially better..access to health care in 
urban areas than in rural areas where the vast majority of the population lives. A few countries 
have made special efforts to expand access by emphasizing primary health care in rural areas but 
few have succeeded in sustaining this essential approach. . . 


«care has often been undermined in rural and Peri-urben sreas by the limited numbers of 
¢ soning health facilities, shortages of qualified health care workers and lack of essential drugs 
and supplies. Thus, people seeking health care will bypass poorly functioning and equipped 
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health facilities to seek care at fully-fledged hospitals. The net som 6 toe : 
peripheral Deal oe primary care services but at much higher costs tay OK Vv y 
lower level health care facilities such as health centres and other district-leve facilities. 


optimistic da sovernments hoped to provide basic health care either free Of 
phi through biel oy insurance systems, to all their citizens. However under the pressures 
of the economic recession and as & result of structural adjustment policies, many government social 
and health services have been cut or severely curtailed. Nowadays, most governments have been 
and eal ways of sharing the burden of costs of providing health care; the means 0: 


‘\ 
y\ 


Long-term planning to meet the demands for health care is rarely undectAet. This is partly due to 
the poor quality of health information systems and the consequent lack of reliable morbidity data 
for planning purposes. The morbidity data which does exist is often collected directly from health 
care facilities by am essential drugs management programme which uses such information to plan 
drug procurement and prepare guidelines on rational use of drugs. There may be very little 
coordination and information-sharing between various sections of a health ministry such as the 


Unexpected or unplanned-for epidemics have usually meant acute, temporary shortages of supplies 
and services in a health care system. However, the HIV/AIDS pandemic is henceforth neither 
unexpected nor short-term. Long-term planning for health care, based on projections of the future 
progression of the pandemic, is now an urgent priority. 


Capacity and utilization 


The capacity of the health care infrastructure to respond to demands for health care depends on the 
availability and distribution of human resources and health facilities. Public resources have been 
concentrated in tertiary infrastructure and equipment at the expense of investment in lower level 
facilities, especially health centres. High population growth rates make it difficult for health 
centres which can effectively serve around 5000 people, to maintain, let alone expand, coverage. 
Most countries need to considerably increase the numbers of health facilities - in the case of some 


Screed) anal’ fpcrceses are uacded ~ tO: AABEN® AE Se eee ae 


Ne rce ia eccots 00 healt cave Deters! ere So wn ee 
ting of health facilities. Furthemore, according to a World Bank assessment, existing health 


—8 in a number of countries in Africa have undergone serious deterioration in the past 
decade; some have declined beyond the point of repair (2). 


In many resource-constrained settings trained : 
human resources are poorly distributed. There may 
pty - taaperopriate utilization of trained staff resulting in substantial attrition by moves 
iene Amore to the private sector or - more seriously - by emigration. There is also 
sector ft topelacioa personnel pie se partly due to the very low salary scales in the public 
~to-trained O is often : 
poor quality of the health care delivered . 3 aa high leading to both inequity and 
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- Sabet Doe resource-constrained settings, all levels of health care systems have been under 
“since ve n from demand for care by the case-load of common morbidities. Financial and 
lenge Hag ei thinly spread in the lower tiers of health care systems and it is a rare health 
: Cc sufficient essential drugs and supplies of needles, syringes and other medical 
supplies to meet its needs. Since the onset of the HIV/AIDS epidemics and the worsening of the 


tuberculosis epidemic in these countries the burden of demand on their health systems has been 
relentlessly aggravated. | 


.Y 


Primary health care 


Primary health care is intended to be the interface of contact between communities and the formal 
| health system, bringing health care as close as possible to where people live and work. /t 
constitutes the first element of a continuous health care process. 


Primary health care broadens the concept of the health system to include not only health facilities 
but communities and families as agents of health. The encouragement of healthier life-styles and, 
the promotion of oral rehydration solutions with which mothers could treat childhood diarrhoea are 
examples of family-based initiatives. , 


Community level is paramount 


The community level was intended to be the centre and the focus of primary health care backed up 
by personnel and facilities at the first referral (intermediate or district) level which was perceived 
as the main direct support and the link between local health activities and the successive levels of 
referral and specialized services. The community was to participate on a voluntary basis and there 
was to be a real devolution of responsibility and power, including the control of financial 
resources, towards the periphery. Sri nd te : 


In some countries policy-makers remained unconvinced about shifting resources away from central 
hospitals towards primary health care. However, world-wide, the concept and practice of district 
level health care has been initiated in over a hundred countries and in thousands of districts. 
District Health Teams are responsible for day-to-day management and District Management 
Committees try to foster intersectoral collaboration in the health, education, water and sanitation 
sectors. 


Community health worker (CHW) or village health worker (VHW) programmes aimed to extend 
modern health care beyond hospitals and health centres and to act as a catalyst for community 


development. 


According to a World Bank analysis of various studies, the performance of CHW or VHW 

pro es in Africa has been mixed and sometimes poor. CHW programmes have worked 
quite well when their role as liaison between community and health care system is clear and where 
they receive support from the system. It is reported, however, that the contribution of CHWs to 
efficient, equitable and sustainable health care in Africa has been blunted by lack of constant 


support and supervision (2). 


In to HIV/AIDS, what should be the role of community health workers? As part of health 
motion activities should they be expected, for example, to initiate with individual community 
anne the question of voluntary testing for HIV? Can they successfully refer suspected TB 
cases - with or without HIV co-infection - for diagnosis and treatment? 
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Home-based care for ve 
family level but it is roo 


it implies bri 
eget? clinical and nursing support for people with HIV/AIDS or other chronically ill 


, , sponsibility on the part of the care giver for 
le, into the family setting. Should it also imply resp ; ' 
Souaie medications for treatment, and for palliation including possibly pain relief? 


: eds to be made 
In addition, full use of the community level for the support of home based care ne ; 
But are the mechanisms for community involvement in health care too poorly developed and the 
cords linking the community to the next level of referral too tenuous to bear the weight of 


demands on them? 


The HIV/AIDS pandemic is swelling the demands on all levels of health care at a time when they 
are particularly financially vulnerable and when much of the development work remains to be done 
in that crucial level of primary health care: involvement of the community. There are some worid- 
class examples of community voluntary participation in the health and welfare of the community, 
(see page 10) but as yet these programmes reach only a fraction of those in need. 


Health care-seeking behaviour by people with HIV-related illness 


The first point of contact for those in need of care for opportunistic infections will be health 
centres for diagnosis, treatment, relief of suffering and possibly counselling if they are identified as 
HIV-positive. Health centres are likely to be providing symptomatic treatment to many HIV- 
positive people without necessarily being aware of their sero-positive status. A study in 1992 
among health centres in rural Monze district in Zambia, found that 18% of adult attenders were 
HIV-positive [3]. This level of seroprevalence came as a surprise to staff who were unaware that 
there were HIV-positive people among the health care seekers in their facilities. 


People with HIV/AIDS are quite likely to seek help at hospitals. In many high prevalence 
countries the increasing numbers of HIV-infected patients make heavy demands on limited clinical 
resources - 40% -80% of medical beds may be occupied by patients with HIV/AIDS-related 
conditions. A survey carried out in 1992 in a major hospital in Kampala, Uganda, showed 55% of 


patients admitted to medical wards were HIV-positive (4]. In a major teaching hospital in Lusaka, 
Zambia, the figure was 70% (3). 


If health care systems cannot be made to function effectively at all levels, will the burden of 
HIV/AIDS become unbearable? - 


impact of HIV/AIDS on health care systems 


ee, information which would allow a thorough assessment of the impact of HIV/AIDS on 
me care systems, is often lacking. For example, it is not known how many HIV-infected people 
seek health care in the available health care infrastructure, how many opportunistic infections 


they will contract during the illness, whether they wi 
which health care facility SS, ey will seek treatment for each of these and at 


(ee glpcteeomeape which is available however, concerns financial resources available for health 
came. Mow: reoarce-conraiaed contri spel USSS00 6 Sis Ut eer ens oa 
actual cost will depend patient have been calculated to be at least twice GNP per. capita. The 
Deikirnsne Sein on where the health care is delivered and whether or not the recommended 
actually be provided. Essential drugs, for example, are often in short supply and 
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ma 
= y = V9 oe when health care is sought, especially at intermediate level health facilities. 
ascape nt for tuberculosis, alone, which is the most important opportunistic infection will cost 

y times the usual expenditure per capita on health care. 


Estimates of the total economic costs must incl : 

ude not only public expenditures but also private 
expenditures associated with health care for HIV/AIDS including medical care, drugs, diagnostics, 
transportation and other expenses such as special foods. Funeral expenses should be included in 


private expenditures; in some cultures these expenses can be devastating to the family finances. 


shee proven nearly impossible to calculate total costs of HIV/AIDS care with any degree of 
tude because of the unknown parameters - how many seek care; where; how often; what 
resources are actually expended, etc. However, estimates of lifetime treatment costs ranging from 


several hundred to several thousand US dollars indicate immense potential expenditure on health 
care associated with HIV/AIDS. 


WHO/GPA reckoned, in 1992, that the total cost of HIV/AIDS treatment in developing countries 
amounted to US$ 337 million and costs for people needing care in those countries amounted to 

_ USS 418 million. By the year 2000 these costs were estimated to have risen to US$ 1.1 billion 
and US$ 1.4 billion in the developing countries. These figures give an indication of the potential 
“savings” to be made by effective prevention programmes for HIV/AIDS. It is more than likely 
that the total cost in billions will far exceed the figures that have been projected. 


To speak of “impact of HIV/AIDS" is like throwing a stone into a pool: the ripples keep 
expanding outward until the surface of the entire pool is moving. It is nearly impossible to locate 
where the impact of HIV/AIDS on one sector - the family, agriculture, industry, etc - ends and 
where it begins in another sector. We are concerned here only with assessing - in So far as this is 
feasible - the direct impact on health care systems in terms of the costs of care as described above. 


It has been reported that in hospitals in southern Zambia the HIV epidemic is having a major 
impact on health service staff, particularly nurses (5). The hospital workload has greatly expanded 
whilst the shortage of nursing staff grows. Whether due to "burn-out", fear, or increased morbidity 
and mortality, nurses are peing lost at an unsustainable rate. There appear to be quite high rates of 
HIV infection among female nurses in Zambia. In two hospitals in Southern Province, where high 
seroprevalence in the general population is reported, mortality amopng nurses has increased from 2 
per 1000 nurse-years in 1980-85 to 26.7 per 1000 nurse-years in 1989-91. Absenteeism among 
nurses has also increased which leaves the remaining nursing staff with an even heavier workload. 


Displacement of other conditions by HIV/AIDS-related illness 


The case-load of hospitalized HIV/AIDS-related conditions may be displacing the usual mix of 
morbidities seen by hospitals and making it nearly impossible to manage the latter patients and 


maintain other services at the same time. 


A study which randomly sampled more than 200 admissions in 1988 to Mama Yemo Hospital in 
Kinshasa revealed that about half were sero-positive [6]. Since the hospital was fully utilized 
idemic, the inevitable conclusion was that substantial numbers of other conditions 
were not being treated. In addition, the high mortality rate among non-AIDS patients indicated 
that it was mostly the very il] patients who were gaining admission to the hospital. 


r mpared HIV infection in acute medical admissions to Kenyatta Hospital, Nairobi, 
i arpenpen in 1992. The study concluded that HIV seroprevalence in medical. patients 
in - 
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idemi ‘np the healthcare available to 
and that the epidemic is adversely affecting : 
esos retinas, With the increased workload due to HIV/AIDS, age ope seronegative 
patients were admitted and mortality among them increased from 15% to [7]. 


ded out of hospital care are only 
itative data showing that other morbidities are being Crowes’ | 
a nae available. When 80% of medical beds in a major city are occupied by HIV-related 
illness, it is logical to assume that patients with other kinds of morbidities will not find “ place 
unless they have a life-threatening illness requiring hospitalization and intensive supportive Care. 


lution? Should additional 
If displacement by HIV/AIDS is proven beyond doubt, what is the so 
aber wards be built, furnished and staffed? It is not unusual these days that 10%-90% of 
patients on some TB wards are reported to be co-infected with HIV. Often these patients are too 
sick for ambulatory care. What then? Are more TB wards also needed? 


These questions are more than hypothetical; health care systems, especially in Africa, are already 
facing such institutional dilemmas. | 


Bypassing peripheral level health facilities 


In many countries, it is the hospital level, and particularly the tertiary facilities, which are bearing 
the brunt of the burden of the HIV/AIDS epidemic as health care seekers who suspect they may be 
HIV-positive bypass local health care facilities and go directly to higher health care levels. 
Furthermore, staff of peripheral health facilities are often not "AIDS aware" nor f ave they received 
training in diagnosis and clinical management of HIV/AIDS. 


Other reasons for bypassing facilities include: frequent drug shortages in peripheral facilities 
(although health care seekers at hospital level will often be given a prescription to buy drugs 
outside the hospital); the perception that there is more staff expertise in hospitals; and preference 
for the anonymity of a larger health facility. 


Many of the symptoms of HIV-related illness can be managed adequately, and relief and comfort 
easily provided, with inexpensive essential drugs which figure, for the most part, on national 
essential drugs lists. However, the HIV epidemic involves significant additional morbidity, even if 
only a proportion of HIV-infected people seek health care, this represents a substantial increase in 
demand on medical supplies in general and drug supplies in particular. 


Shortages of drugs 


Allocations for essential drug supplies in national budgets are already insufficient and drug 
shortages in the health care system will become increasingly frequent with a concomitant loss of 
confidence in the ability of health care systems to deliver adequate Care. 


Particularly serious are shortages of drugs used in the chemotherapy of tuberculosis. Among the 
vastly increasing numbers of TB patients, some will be forced to interrupt treatment due to drug 
shortages. Patient compliance with drug treatment over many months has always been a difficulty 


in TB control programmes, but this may now be compounded by problems of supply due to 
budgetary constraints. ; ‘ wie can 


7 
Needs of people with AIDS (PWAs) and their families 


0 care should be based on the needs of PWAs as identified by them. These needs vary 
‘ _— y according to socio-economic context and culture. It has become clear that basic 
uman rights of PWAs have been violated in many countries. Rejection and discrimination have 


— reported and are clearly prejudicial to the chances of receiving adequate care and 


. 
PWAs have expressed their needs and demands in various fora, but for obvious reasons, PWAS 


from developed countries have been able to make known their needs i 
more widely and 
than PWAs in developing countries. red na aes 


In more affluent settings, where for the most part, basic needs for food, shelter and treatment for 
opportunistic infections are assured, PWAs demands include the following: the right to protection 
in employment, to confidentiality; to medical care and access to treatment, including new drugs; to 
bereavement counselling; to emotional support, and to consideration of their sexual needs. 


The demands of PWAs in resource-constrained settings relate to basic needs such as drugs to treat 
opportunistic infections, financial help to pay for food, support so that they and their surviving 
children may stay in the family home, and some assurance that their children will be cared for 
after their death. 


Needs assessment 


Very few studies have been undertaken in Africa to assess the needs of PWAs and their partner 
and families. Assessment is complicated by the fact that their needs change as the disease 
progresses, and that needs in a Clinical setting are different to those in a home setting. It is 
difficult to devise representative samples for quantitative studies due to patient identification and 
confidentiality. Qualitative studies, however, have given some insight and understanding into the 
variety of needs. 


A study in rural Malawi, in 1990, undertaken in preparation for the development of a community 
and home-based care programme, used in-depth interviews and focus group discussions among 
PWAs and care givers. The needs expressed fell into four main areas: 


i) food; repeated illnesses in productive adult members of a household, whether it be a 
woman or a man (or both), results in a progressive fall in income and in the last stages of 
the disease, in no income at all. In families where food is grown rather than bought, food 
production falls gradually and when the PWA is unable to work, no food may be available 
for the family. In areas of widespread poverty, the additional disease burden is devastating 
on the family circumstances, 


ii) clothing; skin lesions and repeated, prolonged episodes of diarrhoea make frequent 
changes of clothing 2 necessity, from the point of view of both hygiene and comfort. 


iii) medicines; treatment for common ailments and opportunistic infections is needed. 
Peri health centres in poor countries frequently lack supplies of essential drugs for 
these indications, this contrasts sharply with demands expressed by PWAs in affluent 
countries for access to innovative treatment trials; 


" 

pport i ine is of great concern, particularly 
iv) su for surviving children, continued schooling is o 
ne of school fees and uniforms, since schooling is seen as the only hope for a 
brighter future (8). 


isi nfidentiality or combating 
Surprisingly little concern was expressed about safeguarding cont or 

pesiagane Ai When patients are being cared for at home, in their community, usually in the late 
stage of HIV disease, the family and the community have long 2g° learned of and accepted the 
patient's HIV status. 


In Zimbabwe, 2 qualitative study among 41 families with a seriously ill or deceased parent was 
carried out to provide insight into needs and coping mechanisms. The needs most commonly 
reported related to the alleviation of emotional stress and the additional economic hardships. These 
needs were often the result of paternal desertion, neglect or conflict over wives and children, 
inheritance of property, or lack of acceptance by the extended family [9]. 


In Uganda, a TASO evaluation of its activities yielded similar information on needs of PWAs; 
medical treatment, counselling and material assistance were the needs most often expressed. A 
relatively high proportion of PWAs (76% of 703) felt their disease status was accepted by the 
community and 79% felt it was accepted by families.(10) 


Stress was most acute: at the time of diagnosis; when regular or occasional cash income was lost; 
when need arose for specific additional expenditure( e.g. frequent transport to hospital, funeral); 
when inheritance issues arose; when the wife or mother became ill and died; and, vyhen the 
extended family capacity, or willingness, to assist broke down. 


The studies in Malawi and Zimbabwe demonstrate that, at the community level, AIDS might just 
be seen as “another fatal disease among us” but that does not mean that communities are prepared, 
materially or emotionally, to deal with its devastating consequences. 


Community views may be very mixed concerning acceptance of the disease. In a seriously 
affected area in Zambia women were asked about who should provide care if a relative had AIDS. 
Around 62% thought family or friends should be care givers, 23% thought it was the task of 
government services; and nearly 5% thought that PWAs should not be cared for at all; this 
response was higher in rural areas (6%) than in urban areas (3%). Somewhat surprisingly, very 
few respondents mentioned religious institutions (3). 


Appropriate responses to the challenge of HIV/AIDS 


Health as a human right 


As in all matters relating to public well-being, political will is paramount. Nearly all governments 
are signatories to the International Covenant on Economic, Social and Cultural Rights. Article 12 
of the Covenant States that Parties to it recognize the right of everyone to the enjoyment of the 
highest attainable standard of physical and mental health. Further, Article 12 states that steps to be 
taken by signatories to achieve full realization of this right shall include, inter alia, (c) The 
prevention, treatment and control of epidemic, endemic, occupational and other diseases, and, (d) 


The creation of conditions which would assure to all, medical service and medical attention in the 
event of sickness. : - 


Comprehensive HIV/AIDS health care 


= — eee: are opportunistic infections caused by native environmental organisms and are 
es S be incurred by other members of the population. However, in immuno- 
Hag os s infected with HIV, the illnesses are more frequent, severe and prolonged 
general, they are treated with the same range of medications typically used in basic health 


care. These medications - quite limited in number - are most often included on a national list of 
essential drugs. , 


In HIV/AIDS, conditions occur, not infrequently, which would be very rare morbidities in the 
general population, such as cryptococcal meningitis, aggressive Kaposi’s sarcoma in young 
persons, and oesophageal candidiasis for which medicaments are not readily available - or not 
available at all - in the drug supply system serving public sector health facilities. The full range of 
pathogens associated with HIV infection in developing countries (possibly differing by region), is 
not known in its entirety [11]. | 


Health care as it concerns HIV/AIDS has unquestionably introduced an additional component - that 
of counselling - and has strengthened another, that of the role of the community. 


Comprehensive health care in HIV/AIDS comprises four main components: i) clinical management, 
ii) nursing; iii) counselling; and iv) social support. These four components must function in a 
coordinated way in a continuum of care. 

The Health Care and Support (HCS) unit of the WHO Global Programme on AIDS describes the 
four components of comprehensive HIV/AIDS care as follows (12): 


i) Clinical management includes appropriate diagnosis, rational treatment and planning for 
follow-up [13,14]; . 


ii) Nursing care includes the provision of medical care, maintenance and promotion of 
hygiene and nutrition, inf 
counselling and education of family members on prevention and to provide care for the 
afflicted family member {15}; 


iii) Counselling, the provision of psychosocial support, includes helping individuals make 
informed decisions on HIV testing, stress and anxiety reduction, planning for the 
future, promoting positive living, networking, and promoting behavioural changes. 

HIV antibody testing, in association with pre-test and post-test counselling can play an 
important role in HIV/AIDS prevention, 


iv) Social support includes provision of information, referral to support groups, welfare 
- services and legal advice; it provides help in planning care and schooling of surviving 
family members and, where feasible, material assistance can also be provided. 


Concept of ‘a continuum of care 


mprehensive HIV/AIDS care should be accessible at several points along a continuum extending 
from home to community to different levels of health care facilities. Entry into a continuum of care 
one of several points: a yoluntary counselling and testing centre, a health care facility or 
oe cel) support group. It is important that, whatever the entry-point, the four components of 
a 


health care - clinical management, nursing, counselling and social support are provided. 
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This approach requires coordination between points on the continuum, for my between 
district-level health facilities and community-based services - most often provided by 


nongovernmental organizations (NGOs), private voluntary Or religious groups - as well as a highly 


developed awareness of how, where and when appropriate health care can best be delivered. 


An efficient and effective referral mechanism is essential for a continuum of health care for . 
HIV/AIDS patients. Referrals may be to and from hospital or clinic to community-based services, 
as needed. Outpatient and home-based care and community-based services should form the 
backbone of HIV/AIDS health care with support from the mid-level (district) health facility. 
Community-based services may comprise day care Centres, support groups, organization of income- 
generating activities and various other services provided by NGOs and voluntary groups. An area 
in which community-based services can make a significant contribution is in the provision of 
support for families affected by AIDS. ss 
Closely linked to community-based services and, in fact, an integral part of them is home-based 
care which will include training of family members as care providers; the management of common 
symptoms; provision of supe ision and guidance by community-based workers, palliative care and 
moral support, support for families to maintain hygiene and nutrition, and linkages to social 
welfare systems (16). 


The community is the ideal place to meet the many needs of those affected and it is becoming 
clear that a strictly hospital-based service for the care of HIV-infected people is untenable, 
inappropriate, and wasteful of local resources [17]. Community-based care will only function 
effectively in conditions of tolerance, support and solidarity. Denial, fear, discrimination and 
stigma need to be dispelled through a continuous dialogue to raise awareness about AIDS, 
including education for prevention. 


Home-based care as a community service or a hospital service 


A home-based care programme aims to provide medical care to HIV/AIDS patients. Care should 
include: essential drugs; nursing Care, including infection control practices; counselling on 
prevention and problem-solving; education to impart to the care-givers a deeper understanding of 
the illness; provision of health care aids and possibly of condoms and, depending on 
circumstances, pastoral counselling for spiritual needs [18]. 


There are several models of home-based care; some are hospital-initiated (often by mission 
hospitals) for example, Nsambya Hospital, a private Catholic hospital, in Uganda; Kitovu Hospital 
Mobile AIDS Home Care in Rakai and Masaka Districts in Uganda; The Salvation Army 
Chikankata Hospital in Zambia; and the Monze District Hospital Community and Home-Based 
AIDS Care, Monze District, Zambia; and the University Teaching Hospital Home-based Care 
programme, Lusaka, Zambia and many others [19]. These projects depend on having vehicles for 
transport of outreach teams which often includes a clinician, a nurse and/or a counsellor to visit 
patients in their homes who were diagnosed as having AIDS, have had hospital discharges and 
planned follow-up. These account for only a fraction of HIV-positive people in the population who 
need now, or will soon need, comprehensive HIV/AIDS care. Gradually, a number of these 
programmes have expanded to involve community-based volunteers and health workers and rely - 
more on existing community-based structures in order to increase coverage and sustainability. - 


Other agen care models started as community-based family support groups and then 
expanded to link up with regular health services. One of these, which has been longest-organized, 


_ 


ll 


is the 
= arte Organization (TASO) in Uganda. TASO is a voluntary organization many of 
are themselves affected by or infected with HIV [10]. 


dee ne programmes make great efforts to reduce discrimination, stigma and fear and to 
pation of the community in the care of AIDS patients. Hopital-initiated and 


community-based home care programmes exist now in many other countries 
) such as Ke 
Nigeria, Thailand, South Africa, Uganda, Zambia and zimbe eg 


, abwe. These programmes are 
~—- pene and prevention activities at the community level, providing an entry point on the 
Wut prasping an opportunity to sensitize members of the community about HIV/AIDS. 


In addition to the clinical supportive care given to the patient, volunteers from the community 
assist with chores in the home, care for people without relatives, bring the community nurse to the 


wine —— arrange burials, collect money to buy food, and provide spiritual support when it is 
ug 


In the community, especially, it is recognized that care of AIDS patients is only one facet of the 
problem. Poverty is the main constraining factor. Lack of food, rejection and isolation, intense 
worry about the family left without means of support and the fate of orphaned children colours the 
emotional climate of an AIDS-afflicted household. Unfortunately, negative attitudes and a tone of 
rejection towards those afflicted with HIV/AIDS may be encountered at first from health care staff. 


A strong referral systern is a prerequisite for community-based home care programmes. 
Community health workers must be able to refer home-based patients to a health care facility when 
their illness status requires it and, conversely, hospital-based health workers, such as clinicians, 
should refer HIV/AIDS patients to peripheral health facilities and NGOs working in the community 
with local resources. The problems associated with referral can be overwhelming in isolated areas 


and where there is no money for transport of the patient. 


Material support in the form of food or school fees is the help that is most sought by HIV/AIDS 
afflicted families. This rai questions about what home-care can most usefully provide. Should it 
be restricted to health matters, with social support being provided by other community-based 
organizations? How can the various elements of home care best be implemented and at which level | 
of the health care system? And the biggest challenge - how to provide home care for all those in 
need? | 


District is the key location 


Public sector health care facilities also include mission hospitals and clinics which may provide up 
to half of all health care in some developing countries. While they are generally supported by 
donor funds, some of them also receive a certain level of support from the government health 
budget as, for example, bed grants and a proportion of their essential drug supplies. 


Patients should be referred to a mid-level health care facility, preferably a district-level hospital or 
clinic, nearest their home if short-term inpatient services are needed. Referral by mid-level 
services 10 

: quired procedures Of alized diagnostic and treatment services (for 
ee : pred Foceal meningitis er sanapelsviral reants, and cancers). Terminal care for end- 
‘ AIDS patients can be managed most humanely at home provided the care-giver can 

; nsibly give medications, including for pain relief (codeine and morphine) and palliative care, 
og provided “the care-givers themselves receive social support. . 
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distri inable health development within the 
is perceived as the appropriate level for sustal ! 
et in Binary health care and as the functional link between community-based services and 


public sector health care (20). 
Seeking relief from pain and suffering in the health care system 


, | is strongly affected by attitudes of health 

Justifiably or not, the credibility of the health care system 

facility staff and by the availability of drugs. While drugs alone are not sufficient to provide 
health care, confidence in the system is definitely enhanced when there is a regular 

supply of essential drugs in health facilities to treat the most common conditions (21). 


One of the reasons health care seekers bypass health centres and even district hospitals for the 
larger, urban-based hospitals is that medicines are more likely to be available there. It is clearly a 
waste of time for them (and of precious monty for transport) tb go to a health facility where no 
medicines can be provided. There may be a broad range of drugs available for sale in primarily 
urban-based pharmacies but these are usually far too expensive for the majority of those in need of 
them. 


Scarcity of financial resources make it practically impossible for governments in developing 
countries to procure the quantities of essential drugs required to treat the expected burden of 
morbidities seeking treatment. With the rapidly increasing numbers of HIV/AIDS patients seeking 
treatment for opportunistic infections, the impact on drug supplies in public sector health care can 
only be exacerbated (22,23. 


Health care and prevention are inseparably linked 


Prevention is indisputably the most important objective of any national AIDS programme and a 
responsibility taken on by various ministries, NGOs and the private sector. Within health systems, 
prevention consists of: the promotion of safer sexual practices, prevention of transmission through 
blood and the control and prevention of curable STD. 


For the promotion of safer sexual practices, a variety of approaches are possible in the context of 
providing care. Person-to-person communication at the bedside with patients (with opportunistic 
infections or AIDS) and their families; small group discussion in outpatient waiting rooms, 
integration of HIV/STD health education at MCH clinics, active promotion of the use and 
provision of condoms through various outlets in the health system are just a few examples. 


Prevention messages may suddenly have a lot more force when individuals and communities are 
directly and personally confronted with AIDS and when tragically, sero-prevalence in the 
population has already reached high levels. 


amet point along the continuum extending from home to community to the different levels of 
th care facilities, with their general and specialized services, opportunities for prevention of 
HIV/AIDS, other STDs and tuberculosis, should be exploited. 


Why prevention of other STDs ? 


Every year there occurs worldwide an estimated 250 million or more new sexually transmitted- 
infections [24]. They are responsible, directly or indirectly, for an enormous burden of pain, 
discomfort and serious morbidities including sterility, stillbirth, miscarriages, blindness, brain 
damage and cancer. They rank second in importance among diseases, worldwide, in women aged- 
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15-44 won 
2 et rept le STDs - gonorrhoea, chlamydial infection, syphilis and chancroid - rank 
p causes of healthy days of life lost in sub-Saharan Africa (25). 


It is i J . 

nl tendency but bears repeating: STDs, especially those causing ulcerative lesions such 

Sega Niger or herpesvirus infection, facilitate the transmission of HIV. STDs probably 
HIV infectivity and susceptibility among men and women (26). 


” “ he 
— are still "private" diseases and subject to stigma and embarrassment. Among males, the 
ncy is to late presentation for diagnosis and treatment, among women, who are often 
unsymptomatic or have “only” vaginal discharge, the best opportunity for diagnosis and treatment 
may be attendance at antenatal and/or maternal and child health/family planning (MCH/FP) clinics. 


However, many women have neither the financial means nor the time to seek treatment even when 
they are aware that they have an infection. 


Among other reasons cited for delay in seeking treatment for STDs are: poor quality of the health 
care facilities which are often understaffed; personnel who lack an understanding approach to 
patients with STDs; and lack of supplies of essential and other drugs. 


A trend towards integration of services 


based service - should be seized as perhaps a unique opportunity for education on safer sex and 
use of condoms for prevention of STD and HIV infections, and referral to counselling if needed, 


STD prevention and health care must aim to i) interrupt the transmission of sexually acquired 
infections; ii) prevent development of diseases, complications and sequelae; and, iii) reduce the risk 
of transmission of HIV. These objectives can best be achieved through primary and secondary 
prevention carried out at the site of contact between a health care seeker and a health care 
provider. Preferably, these prevention and care interventions should be carried out through an 
integrated approach at the district level (27}. 


As there is a lack of simple, inexpensive diagnostic tests WHO recommends a syndromic diagnosis 
approach for case management of symptomatic STDs in resource-constrained settings. The same 
treatment regimens should be followed at each level of the health care infrastructure. Efficient case 
management also includes: education on risk reduction and prevention, promotion and provision of 
condoms, partner notification and treatment, and clinical follow-up where appropriate. 


Because of problems of resistance OF ineffectiveness, the treatment modalities for curable STDs 
now often specify third generation cephalosporins oF fluoroquinolones which far exceed the costs 


symptomatic until complications arise. The development of simple and rapid diagnostic tests, 
especially for gonorrhoea and chlamydial infections in women, 1S @ hopeful area. The basic 
technology exists (enzyme immunoassays) but it is difficult to predict when it might come into 


widescale use. 
The difficulties and constraints of organizing and managing an effective integrated programme for 


the control and prevention of STDs and prevention of HIV should be repeatedly underscored. 
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rate measures for 
integrated STD prevention and control programmes incorpo 
ars HIV ed Does case management within STD contro! proprammes foster a role 


ee for entry into a continuum of care for HIV/AIDS? 


for some of them to serve as @ pathway 
Prevent transmission of tuberculosis 


The two pandemics of HIV/AIDS and tuberculosis do not only exist side by side but are co- 
mingled. Untreated tuberculosis is also often a fatal disease. Large proportions of populations in 
developing countries harbour a latent focus of TB, only held in check by intact immune systems; 
this accounts for it having become the most prevalent of the opportunistic infections among HIV 
sero-positives. In Africa, dual infection is present in nearly half of the adults known to be infected 
with HIV. Tuberculosis can occur early or in later stages of HIV infection and there is a 
cumulative lifetime risk of 30% of developing active disease. Among newly diagnosed patients on 
hospital TB wards, an HIV prevalence of 50-70% has been demonstrated. 


Historically, national TB control programmes have been vertically planned and managed, 
undoubtedly with good reason. The chemotherapy of TB is long, onerous and beset with 
compliance problems; this promotes treatment failures, the occurrence of drug resistant organisms 
and opportunities for propagation of the infection to the non-infected. Given the relative ease of 
aerosol/droplet infection to close contacts, especially to children under five and HIV-positive 
people, it is of enormous public health importance to render TB cases non-infectious as rapidly and. 
effectively as possible and to maintain that status. 


As a widespread chronic disease which is completely curable with adherence to efficacious multi- 
drug treatment regimens, tuberculosis may be considered a special case as concerns drug supply. 
Drugs should be supplied within the framework of an effective national tuberculosis control 
programme where both the supply of drugs to patients and the consumption of drugs is strictly 
controlled. Drug resistance is fostered in settings where drugs are supplied without rigourous 
control procedures. 


The concept of isoniazid prophylaxis is an attractive one for HIV-positive people who are 
tuberculin positive and sputum negative, i.e. who do not have active tuberculosis. However, 
caution must be exercised as there are many opportunities for isoniazid drug resistance to develop 
as, for example, among HIV sero-positives who do in fact have active TB but it is not recognised. 
A recent feasibility study has outlined the many pitfalls in attempting to organize isoniazid 
prophylaxis [28]. There are vast problems with screening efforts which can permit decisions to be 
taken about who should receive isoniazid. It is doubtful if prophylaxis should be contemplated in 
settings where efficient and effective screening cannot be carried out. 


Under the favourable circumstances of an efficient tuberculosis control programme and a 
continuum of HIV/AIDS care that extends into the community, it should be feasible to train CHWs 
to oversee proper compliance with tuberculosis drug therapy regimens and, in the best of 
circumstances, possibly even of isoniazid prophylaxis although this subject still requires further 
study and operational research. It will be very useful if tuberculosis control programmes become 
increasingly "HIW/AIDS aware". Clinicians in particular should be able to recognize and treat TB 
patients with HIV-related disease. TB treatment programmes in hospitals, clinics or on an | 


outpatient basis could be a suitable entry-point for co-infecte 
HIV/AIDS care. RTy"po eis d patients into a continuum “ 
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Essential drugs to treat HIV/AIDS-related opportunistic infections 


The ck important opportunistic infection in HIV/AIDS is most certainly tuberculosis. In 
ral ace ipa the HIV/AIDS pandemic, tuberculosis is resurgent and also pandemic. About half 
ected people with tuberculosis have no clinical features suggestive of HIV infection. 


People dually-infected with HIV and TB respond well to TB chemotherapy. Compliance with 
treatment regimens can be very burdensome if they are long and expensive but the change to short 
course regimens should impro ? 
ia ve compliance and help to limit emergence of resistant strains. 

acetazone needs to be removed from treatment regimens because of a high incidence of toxicity 
among HIV-infected individuals [29]. Unfortunately, substituting the inexpensive thiacetazone 
with the cheapest alternative, ethambutol, considerably increases the cost of treatment. Even at 
costs estimated to be as little as US$ 13.00 for a curative course of TB chemotherapy [30], this 
amount far exceeds the expenditure, per capita, on all drugs in public sector health care which may 
be as little as US$ 2.00 in some developing countries. 


TB control programmes in developing countries have received aid from agencies such as the 
International Union Against Tuberculosis and Lung Diseases. In order to assure continuous, 
uninterrupted supplies of anti-TB drugs in the face of the expanding TB pandemic, developing 
countries will certainly need outside help for bulk purchasing of drugs, amongst other things. 


Despite the fact that 21 HIV-infected person is likely to be a young, economically productive 
member of the community who will undergo prolonged disability, severe pain and early death, it is 
unlikely that in developing countries, attempts will be made to treat the virus infection itself - 

_ antiretroviral compounds are exorbitantly expensive and are not curative. In contrast, there is clear 
public health benefit in treating tuberculosis in HIV-infected persons; it not only reduces illness but 
also helps prevent spread of the contagion. 


For other opportunistic infections caused by local environmental pathogens, The guidelines for the 
clinical management of HIV infection in adults and in children [13,14] developed by WHO, are 

models for countries to adapt to their own situation. The medicaments selected for health care at 
mid-level (district) facilities recommend drugs from the WHO Model List of Essential Drugs [31]. 
The choice between drugs is made on the basis of a careful evaluation of relative efficacy, safety, 
quality, price and availability. Price is a key criterion for most countries and in cost comparisons 


between drugs, the cost of total treatment and not just the unit cost of the drug must be taken into 
consideration. 


GPA/HCS has described a set of commonly-used drugs in the treatment of HIV/AIDS-related 
conditions (32). Ideally these drugs should be identified in national treatment guidelines and in the 
context of the national essential drugs programme. There is no strict division between drugs for 
HIV-infected persons and those who are seronegative; as in selecting drugs for a national essential 
drugs list, the main criterion is affordability. Hard decisions will have to be made about whether 
to drugs for treating cases of HIV-related toxoplasmosis, cryptococcal meningitis, systemic 


fungal infections oF aggressive Kaposi's sarcoma. 


assess } i ical management of HIV infection 
ment of all drugs mentioned in the guidelines for clini 8 

[ suits a GPA internal Working Group proposed the drugs in the following table as useful in the 
ate of HIV/AIDS. All the drugs are from the WHO model list of essential drugs, e.g. those drugs 
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Commonly Used Drugs for HIV/AIDS (32) 


ne 


Dehydration 


Bacterial infections 


oral rehydration salts 
(ORS) 


co-trimoxazole 
penicillin (oral) 
ampicillin 


gentian violet 
nystatin (oral and 
ointment) 
ketoconazole” 


[Prunus ___—_—| clamine foton | 


Fungal infections 


isoniazid 

rifampicin 
pyrazinamide 
ethambutol 


“ketoconazole is expensive; limited supplies may be considered 
with enforceable criteria for its use. 


A serious problem in estimating and procuring essential drug supplies (alluded to earlier) relates to 
the availability of quantitative information on the different types of morbidities in the population. 
The WHO Action Programme on Essential Drugs (DAP) has formulated two methodologies, one 
based on numbers of morbidities and standard treatment regimens and one based on past 
consumption of drugs, for estimating drug requirements and has tested them extensively in 
essential drug supply programmes in developing countries (33). GPA has developed a computer 


software programme to adapt the DAP methodology for estimating drug re i 
HIV/AIDS [34]. sf Es - Se aa 


What is the reality? 


“heat people with HIV/AIDS can enter the public sector health care system like other health 

raion pie and they will face the same shortages or even absence of essential drugs. They will 

arantcg ve treatment for an opportunistic infection and leave the system without ever being 
plicitly identified as HIV-positive. Health care systems cannot at present offer routine, 


spontaneous and widespread HIV testing, or pre- an ° , ; 
inpatient/outpatient care. ee ne eee 


can kage to identify HIV-infected people who should be eligible for entering a continuum of care 

n its elements of counselling and its subsequent clinical management and nursing care and its 

ee ea including eventual home-based care? Other than via a voluntary testing centre, a 

ao : saa with planned follow-up or, possibly, via a specialized outpatient service or STD 
, how does a person enter the continuum for HIV/AIDS health care? Can people enter the 
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continuum in the absence of an HIV-positi isi 
nheticendn Gf Case? positive test or is this an absolute prerequisite for entering the 


How can health care along a continuum best be delivered? Can it be effectively organized within 


the available public sector health care infrastructure which ranges from health centres to district 


level health facilities - clinic or hospital - to tertiary level facilities such as referral and teaching 
hospitals, located only in urban areas? ° 


Or is the answer mainly in the hands of NGOs and private or voluntary groups who work 


primarily at the grass-roots level organizing community support and what might be seen as a 


parallel health care system for HIV/AIDS whose core is home-based care with intermittent support 
from public sector health care facilities? 


As concerns HIV/AIDS care and in seeming contradiction to primary health care concepts, the 
public sector health care infrastructure does not actively seek clients for its services except through 
the functions of its health promotion and prevention activities. On the other hand, organizations in 
the community - NGOs and the private and voluntary organizations - have access to those people 


in the community and in marginalized groups who need to enter a continuum of care for 
HIV/AIDS. } 


Could a bridging mechanism be devised between the public sector health care infrastructure and 
the NGO/private and vcluntary groups that will permit a more substantial number of those in need 
of it to enter the continuum of care? 


Requirements of health care systems relating to HIV/AIDS 


confidence in the system. This implies sufficient health care infrastructures, appropriately staffed 
and managed, adequate medical supplies including essential drugs and reasonable equity of access. 
In a health care system based on primary health care, health-related activities at the community 
level must be considered as integral components of the system. 


This latter point is crucial if there 1s t0 be success in planning and providing @ continuum of 
HIV/AIDS care. NGOs or voluntary organizations are able to provide comprehensive care for a 
limited number of HIV/AIDS patients, but others will seek care within the public, organized health 
care system which should be able to deliver comprehensive care across a continuum of its 


infrastructure. 


i i f morbidities that present for 
stems must be d to provide relief for the wide range 0 oF 
a care, a rine infectious, chronic and nutritional conditions. It is important now to identify 

possible gaps or weaknesses relating tO provision of health care for HIV/AIDS? 


An efficient referral system 


level to another is always Cited as a vital element in an effective health care 
Reseed Oe eth has been exerted to examine or improve the efficiency of referral systems. 
ft sect) functioning referral system is a genuine prerequisite for comprehensive health care 


for HIV/AIDS 
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Referral of ill patients with HIV/AIDS from their homes to district health gen ~ hospital 
will be made by health centre staff, by community-based service providers / y care- 
givers. The problems requiring referral to health centres include sudden onset of fever, diarthoea 
and mild dehydration, oral thrush, abscess, and wounds requiring extensive dressings. Conditions 
requiring referral from home and/or health centres to hospital will include diarrhoea with severe 
dehydration, pneumonias or chest infections, mental disorders, severe skin manifestations, and 


malignancies [35]. 
Attitudes, training/retraining of health care workers 


The attitude of health care workers has long been recognised as an important factor in health 
service utilization patterns. A positive and sensitive attitude is especially important in the care of 
HIV/AIDS patients who may already face discrimination and stigma outside the health setting. If 
they are also confronted with negative attitudes when they seek health care, this may represent one 
psychological burden too many and the final deterrent to using services that are available. 


Training and retraining of almost every category of health care staff is critical to increasing 
HIV/AIDS awareness among them. A higher level of HIV/AIDS awareness among health care 
staff, particularly at the antermediate health care level, will broaden their recognition of HIV- 
positive people needing entry into a continuum of care. 


Guidelines for clinical management of HIV/AIDS have been formulated at both national and 
international levels. All appropriate health care staff should be trained or retrained in 
implementing the guidelines in their health care setting. At the same time, it is important that 
_implementation of clinical management guidelines be monitored in order to help improve or adapt 
them to the local health care setting. Should this be a specific responsibility of a national AIDS 


programme? 


Training of community health workers is an area for special attention. Most CHWs with roles in 
community support systems for HIV/AIDS, particularly for home-based care, have for the most 
part already received training in one or more health areas such as maternal and child health, 
control of diarrhoeal diseases among children or in immunization programmes. While it is entirely 
appropriate to retrain them to be able to identify and deal with HIV-related conditions, should they 
not at the same time be encouraged to be multi-purpose health workers, even in the event that the 
training/retraining was supported with AIDS resources? Additional training for CHWs should also 


encompass STD prevention, including access to condom supplies, and possibly overseeing 
compliance with TB drug therapy regimens. 


The credibility of CHWs depends heavily on the support they receive from the health care system, 
particularly the health centre level. It is thus imperative that the health system be seen as 
providing adequate training for CHWs in a specific training curriculum and that a careful system 
of supervision and continuous monitoring is in place and utilised. 


Counselling services 
Each country needs to define and apply a policy on counselling, particularly in relation to HIV 


testing. It is generally recommended that pre-test and post-test counselling is given regardless of 


where the testing is carried out whether it is in” i i j 
ho is in’a health care facility or in a voluntary testing and 
counselling facility which may be a "walk-in" site. : 
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a dp who is dealing with knowledge of HIV status should receive taining in 
a = ae — include many staff in health care settings such as outpatient clinics, blood 
ng acne ® . ties set up for assisting with the special problems of injection drug-users, 
ocean — and testing centres, staff at health centres and district hospitals, 
ie ad be 1 wards, STD clinics and any other environment in which HIV-positive 
wie im sal A very important aspect that is often ignored is the lack of private space for 
nse g cs a y in public sector health care facilities. Given the issue of confidentiality 

to status this is a circumstance crying out for improvement. 3 


counsellors leave government service tO seek employment with NGOs. As with any area of trained 


health care worker, there should be continuous monitoring of the knowledge base and practices of 
counsellors dealing with HIV/AIDS. | 


Discharge-referral planner 


A recent paper on priorities for HIV testing suggests that until there is improvement in the quality 
of health care in developing countries HIV testing for diagnostic purposes is generally not 
appropriate {36}. 


At least at the hospital level, and most importantly at the district hospital which will usually be 
nearest the patient's home, there should be a specific focal point for discharge planning for those 
patients identified as HIV-positive. Without question, many HIV-positive people will enter and 
leave the hospital setting without ever being identified as such. However, with increasing 
HIV/AIDS awareness among health care staff larger numbers of inpatients may be offered and may 


to help prepare for further episodes of HIV-related illness and to eventually prepare for home- 
based care. 


Conclusions 


There is no doubt that health care services in resource-constrained settings are placed under 
enormous stress by the additional burden of HIV/AIDS. However, opportunities exist to improve 
the efficiency and the humanity of care provided to HIV/AIDS even within such settings (37). 
Improvements may depend on heavily reinforcing the principles of primary health care and 
community-based care and on redirecting resources towards the district and the community. 
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HIV/AIDS: FIGURES AND TRENDS» 


?. 


Every day, over 7,500 le 
® ,00 people - nearly half of them ; ; 
HIV, the virus that causes AIDS. ; Ene # ? df Rawhy inpecisg a 


As of end-1995, the Joint United Nations Programme on HIV/AIDS (UNAIDS) 
estimated that some 20.1 million adults are living with HIV/AIDS*, including over 11 
million males and almost 9 million females. Heterosexual transmission accounts for 
more than 75% of all HIV infections world-wide. — , 


Today, the HIV virus is transmitted in all countries and, by the year 2000, UNAIDS 
projects that 30-40 million people will have been infected. | 


It is also estimated that over 6 million AIDS cases in adults and children have occurred 
world-wide since the epidemic began. UNAIDS foresees that this cumulative total will 

_ triple by the year 2000. Over 5 million adults and children are estimated to have died 
from AIDS so far. cae | 


EE 


1. Population groups particularly at risk 
a) The poor and marginalized : 


Poverty is one of the most powerful driving forces behind the spread of AIDS. Today, more 
than 90% of the more than 20.1 million people alive today with the virus live in a developing © 
country. | 


b) Women 


Women are increasingly becoming infected with HIV and at a significantly younger age than 
men. As of late 1995, almost 9 million women had been infected with HIV since the start of the 
epidemic. By the year 2000, over 14 million women are expected to have been infected and four 


million of them to have died. 


Why are girls and young women particularly vulnerable to HIV infection? Women are 
biologically. epidemiologically and socially more vulnerable. For example, women tend to marry _ 
or have sex with men older than themselves, who may have had more sexual partners and hence 
be more likely to have become infected. In some relationships or cultural environments, it is 
almost impossible for women to insist on protecting themselves against the virus, through 

mutual fidelity or condom use. In other cultures, men expect sex with any women receiving 


their financial support. 


* includes people 


who are infected with HIV and who have not yet developed AIDS and those 
who are infected with HIV an , 


d have developed AIDS. 
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c) Young people 
Among both men and women, the hardest-hit group are young people. UNAIDS estimates that 
half of all infections to date have been in 15-24 year-olds. ‘ 


In some countries, 60% of all new HIV infections are among 15-24 year olds, with a female to 
male ratio of two to one among 15-19 year olds. : 


The belief that sex and AIDS education may encourage sexual activity in young people is a 
powerful barrier to the introduction of HIV prevention programmes. Yet, there is no evidence 
to suggest that sex education in schools leads to earlier or increased sexual activity. On the 
contrary, a number of studies have shown that sex education increases the adoption of safer 
sexual practices and tends to lead young people to postpone sex. 


d) Infants and children 


Ys 


As infections in women rise, so do infections in the infants born to them. Overall, about 
one-third of babies born to HIV-infected mothers become infected themselves. Perinatal 
transmission can occur during pregnancy, during delivery, and through breast-feeding. To date, 
about 1.5 million children have been infected with HIV, of whom more than half a million have 
already developed AIDS. In addition, UNAIDS estimates that by the end of this century, AIDS 
will have robbed almost 5 million children of one or both parents. 


2. Geographic trends 


Currenly, Sub-Sabaran Africa remains the most affected area. But Asia, where the epidemic is far 
more recent, 1s set to overtake Africa as the region with the most new infections. 


a) Sub-Saharan Africa 


With more than 12.9 million HIV-infected adults today, sub-Saharan Africa is the region 
hardest-hit. Heterosexual transmission has predominated since the outset and currently the 
number of women infected outnumbers men by 6 to 5. More than 6 million women of 
childbearing age have been infected and UNAIDS believes that as many as | million children 
may already have been infected prior to or during birth, or through breast-feeding. 


In a number of countries in the region, the spread of HIV has been spurred by population 
movements due to situations of conflict or poverty. Another contributory factor appears to have 
been the frequent presence of other sexually transmitted diseases (STDs) which, if left 
untreated, increase the risk of HIV infection. The lower status of women in a number of 
cultures has also contributed to the rapid spread. ) | 


Recent data sugg 
Southern Africa. 
In Certain areas o 


est that the epidemic is continuing to evolve, particularly in Western and 

However, there is also some evidence of a stabilization in HIV infection rates 

Sidings ne. te central Africa, In one rural district of south-west Uganda, the 

in 1989-1990 to 4 $0 me 9 and above acquiring HIV infection each year declined from 7.5% 
0 *.2'% In 1993. This is attributed to success in changing sexual behaviour. 


To date, sub-Saharan Africa has lost more than 3 million people to AIDS. 
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b) South and South-east Asia 


The extensive spread of HIV in South and South-east Asia began in the mid-1980s, but its 


Progression has been very rapid. What is happening in Africa now could be dwarfed by the 
Asian epidemic. 


fo of end-1995, UNAIDS estimated that over 4 million people were living with HIV/AIDS in 
this region. While India and Thailand account for the majority of infections, rapid HIV spread 
into specific populations in other countries of the region has also been noted. 


F or the region's adults, the predominant modes of transmission are unprotected heterosexual 
intercourse and needle-sharing. In some Asian countries, a large proportion of sex outside 
marriage is not “casual sex" but "commercial sex". One study found that 44% of Thai men had 
their first sexual experience with a commercial sex worker at an average age of about 18 years. 
In India, an indication of the population's vulnerability to HIV can be found in the millions of 
sexually transmitted diseases (STDs) occurring each year. ; 


The AIDS epidemic in South and South-east Asia gained an early foothold among injecting 
drug users. Today, the virus is spreading rapidly in and around the area known as the Golden 
Triangle, where most of the world's opium and heroin are produced. 


_ Apart from unprotected sex and drug injection, contaminated blood transfusions also contribute 


to the epidemic in parts ofthe region. hs ees | 


c) Latin America and the Caribbean . 


In Latin America and the Caribbean, over 1.7 million adults are living with HIV/AIDS. Rates of 
infection are rising in Honduras and in some other Central American countries and in the 


“Caribbean. 


Since the mid-1980s, there has been increasing heterosexual transmission, principally among 
bisexual men and their female sex partners, and among female sex workers and their clients. 
This is especially true where heterosexual transmission is spurred by a high prevalence of STDs 
and other genital tract infections, and by social conditions that favour unprotected sex with 
many partners, frequently as part of a strategy of survival through sex work. 


Transmission through drug injecting is also on the rise. In Argentina, for example, HIV 
prevalence among injecting drug users ranges from 30 to 50%, and in Brazil from 20 to 60%. 


d) North America and Western Europe 


In this region, over 1.2 million adults are living with HIV/AIDS. including more than 750,000 in 
the USA alone. The people predominantly affected to date have been homosexual or bisexual 
men and injecting drug users, together with their sex partners. | Ye Es 


However, the transmission of HIV through heterosexual intercourse is on the rise, with 
especially notable increases in urban.populations who have high rates of injecting drug use or 


STDs. | 
The USA has by far the highest reported number of AIDS cases in the industrialized world. The 
proportion of AIDS cases attributable to sexual transmission between men decreased from 


three-quarters to just over half between 1985 and 1992. However, by 1992. the proportion. of 
cases due to drug injecting had risen to a quarter. HIV infection is, there too, increasingly a 


er 
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mong black men and 


disease of poverty and exclusion, with disproportionately high rates a 


women. 
rted, as far back as the late 1970s, AIDS has become the leading cause of 


ince the epidemic ‘sta s4 
itn ad der age 45 in many US and Western European cities. 
‘ 


death among adults un 


In Western Europe, about 450,000 people are living with HIV/AIDS today. There is some 
evidence that HIV prevalence has stabilized in Northern countries such as Belgium, Germany, 
the Netherlands, Sweden and the United Kingdom. Switzerland has reported reductions in new 
AIDS cases. However, the situation is less encouraging in countries such as Spain and Italy. 


e) Eastern Europe and Central Asia 


In Eastern Europe and Central Asia it is estimated that more than 25,000 adults are thought to 
be living with HIV/AIDS. While this can still be called low prevalence, this is likely to rise given 
that the region has many ingredients of rapid HIV spread - economic crisis, rising 
unemployment, crumbling health systems, ethnic and religious conflicts, the displacement of 
civilian populations, as well as people on the move in search of economic opportunities. 


f) North Africa and the Middle East 


The few studies which are available regarding this region suggest that the extensive spread of 
HIV began in some parts of the Middle East in the late 1980s. As of end-1995, UNAIDS 
estimates that over 180,000 people are living with HIV/AIDS in this region. 
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PREFACE 


In 1990 WHO published WHO AIDS Series No. 8 Guidelines for baie ae 
HIV infection and disease. This booklet summarized the then ee un er = . Meth 
subject, including the nature, role, and principles of counselling, psyc oon r ie 
of HIV infection and associated conditions, and special situations in which cou g 


called for. 


However, during the past five years, our understanding of the psychosocial impact of 
the epidemic has progressed and recommended approaches to implementing counselling 
should be accordingly modified. For example, reports and observations from countries with 
experience in HIV/AIDS counselling indicate that, contrary to previous thinking, HIV/AIDS 
counselling is most feasible when it is focused towards people living with HIV/AIDS and 
their families, those undergoing voluntary HIV testing and those worried about their risk of 
acquiring HIV infection. Resources permitting, voluntary counselling and testing services 
should be made available at easily accessible sites for these individuals. However, it is not an 
effective intervention for individuals who are not or who do not perceive themselves to be at 
risk. 


This volume Counselling for HIV/AIDS: A key to caring contains updated guidance on 
general policy issues related to HIV/AIDS counselling, with the aim of facilitating the 
formulation of national policies. The most valuable sources of information in the revision 
process have been experiences gained by countries providing HIV/AIDS counselling, and the 
booklet now includes case studies based on these experiences. It reflects the evolution of 
HIV/AIDS counselling into an essential element in the provision of HIV-related care, and in 
promoting safer behaviour among those living with HIV/AIDS. 


To supplement the guidance to policy-makers that is provided by this publication, 
GPA is developing two other resource documents. One, Source book for HIV/AIDS 
counselling training (WHO/GPA/TCO/HCS/94.1) focuses on counsellors and their trainers 


while the other, Guidelines for implementing HIV/AIDS counselling (in draft), is intended for 
managers of health services. 


The updated publication Counselling for HIV/AIDS: A key to caring comes at a time 
when much experience has been gained in the training of counsellors and in the actual 
provision of counselling. Much more has still to be learned about the feasibility of providing 
counselling Services and sustaining them on a large-scale basis, and the impact of counselling 
activities. The efforts made by governments and NGOs, in the provision of emotional 
support and care for those affected by HIV/AIDS or those worried about their risk of 
acquiring infection, should be applauded. This booklet is dedicated to all those who spend 


time, at work, in the community, or at home, listening to people and talking with them about 
the individual consequences of being affected by HIV/AIDS. 


Mil 
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INTRODUCTION 


Who is this document intended for? 


These guidelines are intended to provide policy-makers and planners working in 
health and social service organizations’ with information to enable them to develop policies 
that will stimulate, encourage and support the development of appropriate HIV/AIDS 


counselling services and plan for this service. 


This document presents general policy issues in the area of HIV/AIDS counselling. 
The aim is to encourage countries to develop programme-linked policies and operational 
guidance for the provision of counselling. It is not intended to give detailed guidance on how 
to set up and manage HIV/AIDS counselling services or how to design, implement and 
evaluate training, education or communication programmes. Such guidance is available in 
other GPA material referenced in the appropriate sections of this publication. 


The guidelines are intended to reflect experiences and insights that have been gained 
in the field of HIV/AIDS counselling since the first version of WHO AIDS Series 8 was 
published in 1990. As countries develop their counselling services, new ideas and experience 
will in turn guide the further refinement of services and revision of policies. 


Why is it important to have policies on HIV/AIDS counselling? 


The existence of sound and clearly stated policies on HIV/AIDS counselling and 
related areas is central to the establishment of effective counselling services. Policies, in this 
context, are written guiding principles (including a preferred method of action) issued by the 
Ministry of Health or other institutions, regarding the provision of HIV/AIDS counselling. 
Development of policies is particularly important for HIV/AIDS counselling, because 


‘i HIV/AIDS counselling is a recommended prerequisite for HIV testing and, in 
many instances, HIV testing is a politically sensitive issue. Clear policies are 
especially important in asserting the role of pre- and post-test counselling. 

- HIV/AIDS counsellors, more than any other workers in the field of HIV/AIDS, 


deal with highly sensitive personal information and with people in their most 
vulnerable states of mind. 


Readers of these guidelines are likely to include: 

- members of national AIDS committees 

: planning officers 

: programme managers 

: training specialists | | 

managers of institutions providing counselling services 

managers of institutions providing training in HIV/AIDS counselling. 


Li “eis oo are also intended for managers, clinicians and others who may occasionally play a 
role in the policy-making process or have a special interest in HIV/AIDS counselling. 
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Counselling for HIV/AIDS: A key to caring 


Carefully devised policies establishing who qualifies to be an HIV/AIDS 
counsellor are required. | 
Within most health and social services, HIV/AIDS counselling is a relatively 
new activity and, as such, may meet with different reactions from staff and 
Supervisors. In order to avoid serious negative reactions, policy guidance and 
approval is needed as to the role and scope of this activity. 

7% 


The guidelines are presented in three parts: 


Part One: HIV/AIDS counselling 


The aim of this section is to describe the essential features of the HIV/AIDS 


counselling process. Examples of the potential benefits of good counselling practice are also 
given. 


Part Two: Policy issues in the development of HIV/AIDS counselling services 


This section reviews policy issues pertinent to setting up HIV/AIDS counselling 
services. Brief examples of ways in which counselling services have been established and/or 
developed in a variety of different geographical, epidemiological and social contexts are 
given. Several issues regarding HIV/AIDS counselling services, that will need to be resolved 
by policy makers according to specific contexts, as well as new issues that may arise, are also 
discussed in this section. 


Part Three: The role of policy-makers and planners - 
This section suggests what steps can be taken by policy-makers and planners to ensure’ 


that policies regarding HIV/AIDS counselling are established. Reference is also made to 
recent GPA publications on HIV/AIDS counselling. 
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PART ONE: HIV/AIDS COUNSELLING 


What is HIV/AIDS counselling? 


The Global Programme on AIDS (GPA) defines HIV/AIDS counselling as “a 
confidential dialogue between a client and a care provider aimed at enabling the client to cope 
with stress and take personal decisions related to HIV/AIDS. The counselling process 
includes an evaluation of personal risk of HIV transmission and facilitation of preventive 


1 
behaviour’. 


GPA recommends that HIV/AIDS counselling services be established to meet the 
needs of individuals and families who may have HIV-related or AIDS-related problems and 


x 


concerms. 


HIV/AIDS counselling is a process that begins with the client’s first contact either 
with HIV/AIDS counselling services or with the care system for HIV-related needs. In the 
context of HIV/AIDS, the care system includes all health and social service facilities, both 
formal and informal, where individuals receive care and social support. The counselling 
process continues through a referral network to various community and social support 
agencies according to the needs of the individual and the family affected by or worried about 
HIV/AIDS. 3 


Further definitions of each of the key words in the GPA definition are as follows: 
A client is any person seeking or receiving HIV counselling and/or testing. 


A care-provider in the context of HIV/AIDS counselling is any provider who is trained to provide 
HIV/AIDS counselling services. 


in the context of HIV/AIDS, means: 
- providing the emotional support that will help a client to accept the reality (or 
possibility) of a positive diagnosis of HIV or AIDS of oneself or one’s loved one; 
: helping the client to identify, explore and select the best options for handling stress; 
helping HIV-positive clients plan for the future by identifying, exploring and selecting © 
available resources in order to meet emotional, medical and social needs that may exist 
in the life of an individual after a diagnosis of HIV or AIDS. 


ive behaviour means helping the client to identify, explore, select and 
practise behaviours which will eliminate or greatly reduce the risks of transmission of HIV. This 
will include helping the client to assess his/her personal risks of transmitting or acquiring HIV 
and helping the client to plan for a reduction of the risks. 
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For whom should HIV/AIDS counselling services be provided? 


The clients of HIV/AIDS counselling services are likely to be any of the following: 


> people with AIDS and their families. 

- those who are HIV-positive, and their families; 

those seeking, or agreeing to undergo, an HIV test; and 

those who are concerned that they are at risk or have been at risk of acquiring 
HIV infection, e.g. those whose partners are HIV-infected or have symptoms 
of HIV infection, those who may have been exposed through blood, those who 
have had unprotected sex with multiple partners and those whose regular 
partners have had unprotected sex with multiple partners. 


—_——_— 


| Box 1. One client’s story 


After having several drinks together they had gone to her apartment. They had sex that} 
| evening without using a condom. | 


Several days later he felt pain on urination and noticed a discharge from his penis. He] 

visited a private doctor where, before prescribing an antibiotic for the treatment of his sexually| 

| transmitted disease, the doctor gently enquired whether he had considered the possibility that his| 

| sexual partner might have been HIV-positive. When he expressed concern that this might be so, | 

| the doctor discussed with him several options, including taking an HIV test or not taking a test, | 

| but using condoms with his wife. The patient chose to take the test, and the doctor referred him| 
lto his colleague who worked in the nearby hospital where an HIV test could be obtained. 


; Throughout this document the word “family” is used in its broadest sense. Depending on the 
S cif context, “family” may therefore include: ) | 

. those living in a committed relationship with the client; 

those living in the same household as the client; 7 

important members of the client’s extended family or community. 
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When he nervously arrived at the hospital, the doctor there Ke Ao i aii: 
referred him to have a conversation with one of the nurses in her office. ; eC = bei 
conversation, the nurse asked him why he wanted an HIV test. She listene oe y, " 
explained his recent sexual history and described his fears. She then asked him w at a € 
might take if the result of the HIV test turned out to be positive. ‘They. also discusse - at it 
would imply to be HIV-positive and what he would do in the interim to protect his wife in case 
[he was already HIV-infected. The patient finally felt prepared to take the test and a blood 


| sample was taken. 


Several days later, he returned to find out the results of his HIV test. When the nurse 
told him that it was “negative” he was overjoyed. The nurse described “the window period” 
and suggested that it would be advisable to take another HIV test in four or five months and to 
use a condom for all sexual contacts. However, since it was inconvenient to come to hospital 
| when one was not ill, they agreed that it might be better to take the next test at the anonymous 
| HIV testing site in the capital city. 


After almost six months, he travelled to the capital, where there was a walk-in 
lcounselling and testing centre that provided HIV tests on an anonymous basis. After a short 
| wait, during which he read about HIV and AIDS in some of the booklets that were available in 
|the waiting-room, he was greeted by a social worker and taken to an office where he and the 
| social worker reviewed the reasons why he had come for an HIV test. They also discussed what 
| action he might take were he to be HIV-positive and he explained how he had a young family 
who were dependent upon him. He was then directed to the laboratory where a blood sample 
was drawn. 


Five days later he returned to the counsellor’s office to receive his test result. The care- 
| Provider calmly informed him that the test result indicated that he was HIV-positive. On 
jexpression of doubt, the counsellor further explained that there was almost no chance that a 
|mistake had been made. For a while he did not respond: he felt he might lose his senses. When 
she tried to explain to him that this did not automatically mean that he was about to die, he 
could not understand. He remembers that she began to plan with him where he would spend the 
| night and what he would do for the next 24 hours until he came back to see her the next day. By 
the end of the session the client had come to the point of agreeing to return the next day to 
discuss what the next steps might be. That night he slept in a hotel in the city. 


| When he returned the next day, he was still distraught. He stated that he feared to return 
| home because he could not face seeing his wife and family. He and the counsellor listed and 
j evaluated all the possible options as to what he should do next. Eventually, after a long 
| discussion of all the options, during which the counsellor listened carefully to all that he had to 


1 . malt 
The window period is the period between acquiring HIV infection and the appearance of HIV 


antibodies that can be detected by HIV antibody tests. During this period, individuals are already infectious 
but their blood tests are HIV antibody negative. 
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au pling that it would be best if he brought his wife to the next counselling session and 
Care-provider would be available to help him to break the news. 


Before he left her office that day, she asked him to describe how his wife might react; 
then they did some role-plays in which the care-provider played the role of his wife as he 
rehearsed how he would break the news. Eventually he gained confidence that with the help of 
the counsellor he would be able to»find the best way to tell his wife. 


' Because of the preparations that he and the care-provider went through, the counselling 
session where he told his wife that he was HIV-positive was, in relative terms, a success. His 
wife accepted to be tested for HIV and luckily she was HIV-negative. After a discussion with 
the counsellor, the couple decided to use condoms consistently. 


The client’s next major-hurdle was to decide whether he should request his other sexual 
partner to visit the counsellor with him. After considering all the options, he decided that this 
was an appropriate step to take and, as a result, she came to the next counselling session during 
which he informed her of his HIV-positive status. She subsequently decided to receive 
counselling and eventually opted to have an HIV test which turned out to be positive. 


The counsellor (in the city) then referred them to a commmunity-based AIDS support 
organization in the township where he worked. The counsellor at the organization continued to 
provide counselling and support to the couple whenever they came in to see her. 


During subsequent counselling sessions, in consultation with the counsellor, the client 
listed and evaluated all of the options for tackling each of the many other problems, both actual 


that his wife and children would be protected from HIV infection and would be adequately 
provided for when he died. At every step he presented his ideas and plans to his wife and 
discussed them in detail with her. 


suggested that he should bring up the subject with the nurse at his workplace, who had been 
trained in HIV/AIDS counselling. He did this, and together they developed a strategy for 
educating the workforce about HIV and AIDS. The resultant changes that took place in some of 
his colleagues after: a series of difficult and highly emotional discussions gave him the 
confidence to finally inform them that he was HIV-positive. Not only did they provide him with 
social support over the coming years, but several of them became active as volunteers 1n various 
local organizations that had been set up to combat AIDS. 


Throughout the next six years he received varying amounts of ongoing supportive 
counselling and social support. His wife attended many of these sessions and they continued to 
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onting the many challenges of AIDS. Whenever he was most sick, a teain] 


work together in confr d him regularly at his home, and one member of the team played a major} 


- isite | 
| a beaten emotionally during the most difficult times. Eventually he became very} 


ill and was taken to hospital, where a hospital-based religious worker took over some of the role| 


of providing emotional support to him and his family. Throughout this period, his colleagues at | 
work and members of a local voluntary of his material needs. | 


—————— 


The client’s story in Box 1 illustrates a combination of elements of HIV/AIDS 
counselling and a range of skills which the care-providers put to use in order to support the 


client and to facilitate preventive behaviour: : 


At the private doctor’s office, the doctor tactfully enquired about the risks of 

HIV transmission to which the client had been exposed and presented him 

with a list of the options regarding what he should do about it, and where he 

might obtain an HIV test and under what circumstances. 

- At the local hospital, the nurse, who had attended a training workshop on 
HIV/AIDS counselling, helped him to begin to prepare for the possibility that 
he might be HIV-positive and that he might have to live with HIV infection. 
This counselling eventually helped him to absorb the shock of the news that he 
was HIV-positive. | | | 

- At the local hospital again, after informing him of the negative results of his 
HIV test, the same nurse informed him about “the window period”. Had she . 
not done this, he almost certainly would never have returned for a second test 
and would not have become aware of his HIV status in time to be able to learn 
how to prevent further exposure of his wife to HIV. | 

- At the anonymous walk-in counselling and testing centre in the capital city, the 
counsellor presented him with the results of his second HIV test and helped 
him to come to terms with the initial shock of the news that he was HIV- 
positive. Had there been no one to support him and to listen to him at this 
critical time, he might have been unable to cope with the news or might have 
behaved in a destructive manner such as deliberately spreading the virus. 

: At subsequent counselling sessions, once he had come to terms with the reality 
of his HIV status, the same trained counsellor helped him to consider different 
options and to make the decision that he must tell his wife that he was HIV- 
positive and must tactfully request his other sexual partner to visit the 
counsellor with him so that she too could have the opportunity to receive 
HIV/AIDS counselling and care. The counselling provided to him and his 
wife enabled them to know and accept their discordant HIV status and to 
decide to use condoms. 

- At the workplace, the nurse discussed with him the advantages and 
disadvantages of informing his workmates that he was HIV-positive. As a 
result of this discussion, he eventually decided not only to inform his 
workmates of his HIV status, but also to play a role in HIV education. His 
educational efforts led to changes of attitude to HIV-positive persons amongst 
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his co-workers and this, in turn, meant that his colleagues were available to 
provide him with social support at critical times during his illness. 

At his home, a social worker on the home-based care team provided him and 
his wife with ongoing supportive counselling that helped them to cope with the 
many crises that had arisen during his long illness. 

At the hospital, religious workers not only attended to his spiritual needs but 
also helped him to make practical preparations relating to the material and 
spiritual needs of his wife and children after his death. 


In addition to counselling, individuals affected by HIV/AIDS need to receive social 
| support from workmates, from members of their family, from members of local voluntary 

organizations that provide social support for people in need and from members of specific 
AIDS support organizations that communities may initiate. 


What are the main components of the HIV/AIDS counselling process? 
The two main components of HIV/AIDS counselling sessions, are: 


- the provision of emotional support, including helping the client to cope with 
stress and plan for the future; and 

- the assessment of risks and planning for risk reduction, including the 
development of decision-making capacity about options for prevention. 


These are supplemented, as necessary, by personalized information-giving. For 
example: 


= A health worker who expresses the fear that he or she ‘s at risk of acquiring 
HIV in the work setting may, as part of the counselling process, be provided 
with scientifically-based information that: 


* confirms that these fears are a logical response and are not abnormal. 
Such information is reassuring to the client and can assist in the 
process of providing the client with emotional support, 

* informs about risks of HIV transmission from various medical 
procedures. Such information is provided to help the client plan ways 
of minimizing the risk of being infected with HIV. 


- A person with multiple sexual partners who is considering ways of changing 
his or her behaviour may: 


* be provided with scientifically-based information regarding the extent 


to which abstinence, mutual fidelity or the consistent use of condoms 
may reduce the risk of HIV transmission and about ways in which 
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condoms should be used if they are to be effective in preventing HIV 


transmission. . 
* be told that the risk of becoming infected with HIV increases with the 


number of partners and encouraged to reduce the number of partners. 


The relative emphasis placed on each component of HIV/AIDS counselling wr a 
counselling session is determined by the client’s particular needs at that time and by the 
client’s readiness to confront the issues that are associated with HIV. Therefore, the well- 
trained and perceptive care-provider, based on the client's needs, will decide on the relative 
“weighting” of the two main components of counselling on a session-by-session basis. For 


example: 


. During a counselling session, when a client is first informed of a diagnosis of 
HIV infection, almost all the emphasis is likely to be placed on the provision 
of emotional support and on helping the client to come to terms with the 
consequences of the information that he or she is HIV-positive. Without this 
emphasis on providing emotional support during the post-test counselling of 
HIV-positive clients, it is unlikely that the client will subsequently be able to 
absorb and respond to the risk reduction element of counselling (including, for 
example, notification of sexual partners of the client’s HIV-positive status). 

. During a counselling: session that takes place after the client has begun to 
accept and come to terms with the fact that he or she is HIV-positive, it may be 
more appropriate to place more emphasis on risk assessment and planning of 
risk reduction. This will enable the client to make appropriate decisions, for 
example, regarding how to prevent transmission of HIV to his or her sexual 
partners (or to those sharing needles with the client). 


In the particular case of the client whose story is described in Box 1, the relative 
emphasis of each of these components in the series of counselling sessions involved is shown — 
in Figure 1. 


What are the special characteristics of HIV/AIDS counselling? 


In order to achieve the objectives of providing emotional support and facilitating 
prevention behaviour, HIV/AIDS counselling needs to: 


- be a confidential and personalized process unless and until the client decides 
otherwise;! 


Confidentiality in HIV/AIDS counselling implies that only the client and the providers involved 
in direct care of the client have access to the client’s personal information. This information is 
not furnished under any circumstances to other health care providers, health authorities, family 


‘hg employers, insurers, schools or other third parties without the patient’s explicit 
onsent. 
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react to the client’s needs and involve conversation and dialogue, without 
being a didactic process; 

be an empowering and enabling process which results in clients taking full 
responsibility for making those decisions that will directly affect their lives or 
those of members of their families. 


How is HIV/AIDS counselling related to HIV/AIDS education? 


Lie HIV/AIDS counselling and HIV/AIDS education have much in common, such as their 
joint dependence on the ability of the provider to communicate effectively, their role in 
providing accurate information on HIV prevention and care, the need to be culturally 
sensitive and the need to assess the knowledge of the receivers before communicating. 


. The major distinction is that HIV/AIDS counselling is a confidential communication 
made in response to the needs of the client, providing emotional support to individuals and 
families who may have HIV-related problems and worries. 


HIV/AIDS education, on the other hand, is a communication that is not usually 
confidential, is designed in accordance with public health needs and provides information. — 


The basic skill involved in HIV/AIDS counselling is personalized one-to-one 
communication relying heavily upon conversational and listening skills. 


Educational activities similarly need skills in interpersonal communication but are not 
necessarily confidential and not geared towards the provision of emotional support: 


- HIV/AIDS education, including peer education and one-to-one education; 

- communication during clinical and nursing care of AIDS patients and of other 
patients worried about their risk of acquiring HIV infection; and 

- community education and empowerment to make community decisions about 
HIV/AIDS ; 
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Figure 1: Relative emphasis of different components during a 


series of counselling sessions 


(ES = emotional support, IG = information-giving, RR = risk reduction) 
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In summary 


HIV/AIDS counselling: 


> is a dialogue aimed at enabling the client to make personal decisions 
relating to HIV/AIDS; 

- is provided to those affected by HIV/AIDS, those seeking or agreeing 
to receive HIV testing and those worried about their risk of acquiring 
HIV infection; 

- consists of emotional support, tanks risk assessment and planning 

- for risk reduction, and is supplemented by personalized information- 

giving; 

- differs from health education in that counselling is targetted primarily 

towards meeting individual clients’ emotional needs and is 

confidential. 
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Why is it important to establish HIV/AIDS counselling services? 


HIV/AIDS counselling services are established with the goal of meeting the expressed 
needs for emotional support of individuals who may have HIV-related problems or concerns. 
HIV/AIDS counselling is a responsive service that should be available to meet the needs for 


emotional! support that are expressed by individual clients. 


HIV/AIDS counselling services are important not only for individual clients and their 
immediate family but also for the community that immediately surrounds the client (including 
friends and co-workers). In the long run, when affected individuals and families are 
supported to cope with the effects of and worries about HIV/AIDS and helped to come to 
terms with the diagnosis, they can talk more openly about their problems to selected members 
of the community who may provide some help. The wider community benefits through the 
maintenance of the social fabric and HIV/AIDS counselling tends to have a “ripple effect” on 
the community. 


HIV/AIDS counselling is important for individual clients because: 


: it helps HIV-positive clients to cope with news of their HIV status and related 
feelings, develop self-esteem and live productive lives, as well as to seek 
medical and social support; 

- . it helps individuals to assess their and their partners’ risk of becoming infected 
with HIV and make plans to reduce the risk. 


HIV/AIDS counselling is important to those who are closest to the client, such as 
family or close friends, because: 


- it facilitates communication between a client and the family; 
: it enables the client’s family to be involved in discussions of what measures 


will be taken to provide care for the client and to prevent transmission of HIV 
infection. | 


For these reasons, national AIDS programmes are urged to develop policies that will 


facilitate the development and implementation of appropriate HIV/AIDS counselling services 
as part of other HIV/AIDS-related activities. 
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Wha 
Sateen ee be taken into account when developing policies for HIV/AIDS 


By. HIV/AIDS counselling will differ from place to place depending on a variety of 
ors. Planners should take stock of these factors in their local context before developing 


policies on HIV/AIDS counselling services. Factors which should be taken into account in 
establishing HIV/AIDS counselling services include: 


epidemiological factors such as the current prevalence of HIV infection, its 

distribution amongst particular groups, and trends in HIV transmission; 

sociocultural factors such as current attitudes to HIV/AIDS amongst key 

groups such as policy-makers, care-providers and community members; | 

° historical or political factors such as the existence of legislation and policies 
relating to mandatory testing and notification of infectious diseases or the 
results of any evaluations or assessments of health services; 

- service-delivery provisions such as the current distribution of health, family 

planning, counselling and social service facilities and related manpower and 

the rationale for, and appropriateness of, this distribution. 


What are the goals of HIV/AIDS counselling services? 


Policy-makers and planners in a country or institution should define the goals of 
HIV/AIDS counselling services as a guide to implementors. 


In the context of a national AIDS programme, the two goals of counselling are 
usually: | | ) 7 : | 


(1) To reduce emotional stress and enable people living with HIV/AIDS and their 
families and those undergoing linked HIV testing to cope. | 


(2) To make possible personal confidential risk assessment and to facilitate 
preventive behaviour for those worried about their risk of becoming infected 
with HIV and for those living with HIV. 


What is the relationship between HIV/AIDS counselling and other activity areas in a 
national AIDS programme? ) 


_ HIV/AIDS counselling has a mutually reinforcing relationship with each of the other 
activity areas in a national AIDS programme. For example, HIV/AIDS counselling positively 


influences: 


: HIV/AIDS education and information-giving services, by removing some of 
the emotional barriers which may impede learning and may also prevent 
subsequent behaviour changes from taking place. Counselling makes 
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personally relevant as a follow-up to an HIV 
education campaign. In turn, education and information benefit HIV/AIDS 
counselling by making clients aware of the availability of HIV/AIDS 
| counselling services and by explaining the role of such services. 7 

: HIV/AIDS clinical management and clinical care services, by enabling the 
client to participate in decision-making regarding different options for care, 
such as choosing between hospital and home care after consideration of their 
relative costs, inconvenience to the family and potential benefits. In tum, 
clinical management services benefit counselling by reducing the physical 
symptoms of clients, such as persistent diarrhoea, so that clients regain a 
sufficient level of self-esteem and physical health to enable them to participate 
in decision-making and planning. 

- social support services, by encouraging and enabling clients to identify and 
express their needs for support, thus helping clients to discuss various options. 
In turn, social support benefits counselling by meeting the clients’ needs for 
material resources, thereby enabling the counsellor to concentrate on meeting 
the clients’ needs for emotional support. 

- HIV/AIDS-related community development and community organization 
activities, by stimulating more open and informed discussion of HIV/AIDS 
and of the role that community members might play in care and prevention 
programmes. This happens when counselling enables individuals and families 
affected by HIV/AIDS to come to terms with the diagnosis :0 that they can 
talk more openly about their problems to selected members of the community 
who may provide some help. This concept which starts with individual clients 
can then, through the “ripple effect” of counselling, spread to the wider 
community. Counselling benefits from community development and the 
activities of community organizations through the provision of locally 
available resources and expertise which may often be voluntary and therefore 
low-cost. 

- the societal response to AIDS, by providing models of compassionate and 
informed behaviours that are responsive to the dilemmas and difficulties 
stemming from the AIDS pandemic. 


educational messages more 


Where does HIV/AIDS counselling take place? 


HIV/AIDS counselling takes place in a wide variety of settings. Regardless of the 


ay HIV prevalence in a country or region, counselling services should always be 
available at: 


sites where care is being provided for HIV-positive persons; and 


sites where HIV tests are done and results can be traced to the individual 
(linked HIV testing). 
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a In countries, or in defined geographical areas within a country, where HIV prevalence 
is high, HIV/AIDS counselling services should also be available at the following sites : 


community sites where ongoing support is provided to those affected by 
HIV/AIDS; 
- health clinics at the workplace; and 
- independent sites where voluntary counselling and testing can be sought. 
7% 


Who takes part in an HIV/AIDS counselling session? 


Most HIV/AIDS counselling sessions are confidential and most involve the 
participation of a single client and a single care-provider. The client has an absolute right to 
confidentiality and/or anonymity unless and until he or she decides otherwise. However, at 
the discretion of the client and the care-provider, the following other people may be involved 
in an HIV/AIDS counselling session: 


- members of the client’s family; | 

= a second care-provider with additional counselling skills which may be 
required to help the client address a particular problem, 

other resource person such as a clinician, a co-worker or religious leader. 


Counselling clients in a group can be less time-consuming and therefore less costly 
than counselling individual clients. However, the circumstances under which more than one 
client attends a counselling session are subject to careful consideration. The use of group 
counselling is probably most appropriate at those stages of the counselling process when the 
educational element is paramount. Group counselling is not appropriate when the emotional 
support element takes precedence (for example, at a counselling session when a client is to be 
informed of the positive result of an HIV test) and/or when confidentiality is required. 


Because of the greater potential for breaches of confidentiality when group 
counselling is being undertaken, clients should always be given the opportunity to give their 
fully informed consent before participating in a group counselling session. Secondly, 
selection of group members should be sensitive to age, gender and sexuality differences 
among potential group members. Female sex workers may not find it easy to be in the same 

up as married women; men who have occasional sex with other men may not relate well 
with men who identify as gay, men who never have sex with men will relate even less well; 
and street children may not be understood by moralistic adults. . 
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Who undertakes HIV/AIDS counselling? 


A wide range of people may play a role in the provision of HIV/AIDS counselling 
services. They may include: 


nurses, social workers and other care-providers who. have been specially 
trained in HIV/AIDS counselling and who may be either part-time or full-time 
providers of counselling services at facilities in their country. Some of these 
trained individuals may also act as “focal points” for counselling services in 
their country, province or district; | 

full-time counsellors (e.g. psychologists and therapists) who have been trained 
in HIV/AIDS counselling and who may receive clients directly or through 
referral by other care-providers; % | 

religious workers and other community-based workers whose work 
consistently entails the appropriate handling of confidential information and 
emotional issues; 3 

community members, and members of AIDS support organizations and people 
living with HIV/AIDS. 


The level of counselling training and the social distance of each of the above 
categories of care-giver will vary greatly from setting to setting. Figure 2 is an illustration of 
such variations among different providers of counselling. 
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~ Counselling services are commonly provided by nurses OF sei: kiea pie wei 
received practical training in HIV/AIDS counselling. A cadre of qin is pin - 
be available for referral or consultation purposes - these will often € or psy , s ; 
psychotherapists or social workers and nurses who have received specialist training and nave 


gained extensive experience in HIV/AIDS counselling. 


Some examples of appropriate patterns of counselling responsibility in different 
settings are given below: 


1. Ina setting where HIV prevalence is low, but where the degree of stigmatization 
against HIV-positive persons is high, there may be a need for a cadre of trained 
care-providers who can provide the greater emotional and social support that is 
likely to be necessary for HIV-positive clients in such settings. The role of trained 
care-providers, such as nurses and social workers, in HIV/AIDS counselling in 
these settings is likely to be large, whereas the counselling role of peers and 
community-members at this stage in the development of the epidemic may be less. 

In such a setting, community members may be trained as peer educators rather 
than as counsellors 

2. In a rural setting where HIV prevalence is high, but where potential clients of 
counselling services do not have access to health care facilities, more participation 
of community members in the HIV/AIDS counselling process, usually with 
leadership and training from relevant counselling organizatiors that have a 
presence in the area, may be the only possible way of meeting the need for 
HIV/AIDS counselling. If HIV prevalence in such settings is particularly high and 
if the very limited number of overburdened health care workers are unable to take 
the lead in organizing the provision of counselling services, the community itself 
may need to take on additional responsibility for organizing and providing 
counselling services as well as for providing care to AIDS patients. . 

3. In a setting such as a large city where per capita incomes are relatively high, 
services for those who can afford them may be provided on a private basis by 
psychologists and therapist who have developed expertise in HIV/AIDS_ 
counselling. Alternatively, if funds are available from the public sector, they may 


provide services in the public sector whilst providing private services in their 
spare time, or vice versa. 


AIDS “hotlines” have been established in several countries. The main goal of these 
services is to provide accurate information about HIV/AIDS and, if necessary, to refer clients 
to trained HIV/AIDS counsellors or HIV counselling and testing centres. Under certain 
circumstances, clients may request that HIV/AIDS counselling services be provided by 
telephone. The provision of telephone counselling services is important in settings (where 
telephone services are widely available) where some clients may have realistic fears about 
retaining anonymity or where access to face-to-face counselling services is difficult. In any 

case, telephone counsellors should have previous training and experience as HIV/AIDS 
_ counsellors and this should be supplemented by training as telephone counsellors. The giving 
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* HIV test results by telephone should be discouraged. Box 2 illustrates an example of 
onymous counselling provided by means of a “hotline”. 


Box 2. The AIDS hotline: anonymous counselling 


; Peter left home at the age of twenty and moved to the city. This was a liberating] 
experience for Peter, who had known for several years that he had a sexual preference for 
other men. His formative years had been spent in an environment where intense| 
stigmatization against those who practised a homosexual lifestyle and against those who| 
might be HIV-positive was the norm. Soon after he arrived in the city, he established a] 
permanent relationship with another man with whom he lived in a committed relationship for| 
the next six years. During these six years, Peter never communicated with his parents, who} 
did not even know where he was living, because he knew that his father, a senior military| 
officer, would be appalled by the fact that he was living with another man. | 


During these six years, several friends of Peter and his partner became HIV-positive. | 
Peter started to worry that he too might be HIV-positive. However, since he was well aware} 
of the high level of stigma towards homosexuality, he was reluctant to meet any health| 
officials in order to discuss this risk. He was delighted to learn of the availability of a| 
telephone hotline, through which he could discuss his HIV worries without being identified. | 
After discussing his sexual history over the telephone with a staff member of an AIDS| 
hotline, Peter decided to go for an HIV test at a local counselling and testing centre where he| 
was assured of receiving an anonymous HIV test. The result of the test was positive. 


The counsellor who gave him the news of his HIV-positive status provided Peter with| 
emotional support and then referred him to a counselling service, and to an AIDS support} 
organization, that were both nearer to his home. After several months of counselling, and as} 
a result of considering all of the options that were presented to him by the counsellor, Peter} 
decided to make contact with his parents again. 


How are providers of HIV/AIDS counselling services trained? 


The design of training programmes is based on the specific objectives of counselling 
service provision in a particular setting and on the pattern of service delivery that is most 


appropriate for meeting these objectives. 


Effective training of providers of HIV/AIDS counselling services always has a 
closely-supervised practical component. Therefore, counselling training programmes should 
be designed in such a way that ample opportunity 1s provided for trainee counsellors to 
receive this practical training and to learn by sharing their experience with the help of a 


supervisor. 
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GPA has published the Source Book for HIV/AIDS Counselling oe 
(WHO/GPA/T: CO/HCS/94.1) from which those who plan and/or conduct rip vs 
HIV/AIDS counselling service-providers can extract material and adapt it to the nee s of t : 
trainees at hand (see Annex 1). Some countries or institutions may then use this adapte 
material to develop their own counselling training manuals. These manuals can be used by 
those who have gained expertise in HIV/AIDS counselling to train other providers in 


counselling skills as the need arises. 
Integrating counselling into existing health services 


HIV/AIDS counselling is a labour-intensive activity that will consume a significant 
portion of the already overstretched time of health or social workers. Service planners will 
need to develop strategies for integrating this new service into existing ones so that 
counselling is not seen as an extra burden, but rather as a Support to other services. 


Strategies for integrating HIV/AIDS counselling services include: 


: redefinition of job descriptions of carefully selected staff so that HIV/AIDS 
counselling becomes an added role without creating a new post. In many 
settings, especially those where HIV prevalence is high, this has been done for 
those cadres of nurses and social workers who are to be trained in HIV/AIDS 
counselling. If this approach is adopted, great care should be taken to ensure 
that other essential services do not suffer. 


- involvement and training of volunteers to provide services. This method 
has been applied particularly in those countries where there are social workers, 
school teachers, religious workers, PWAs and other community members who 
are willing to donate a portion of their time to provide HIV/AIDS counselling 
services on a voluntary basis. These volunteers have been especially useful in 
providing on-going community-based counselling to individuals referred to 
them from the formal health and social services. 


- the selection and testing of innovative alternative approaches to counselling 
that may allow a reduction in the staff time required. If this approach is 
adopted, great care should be taken to ensure that the essential features of the 
counselling process are not compromised. Careful attention should also be 
given to ensuring that any alternative approaches that are selected still allow 
for the necessary interaction and dialogue between the client and the care- 
giver. This dialogue is the fundamental component of the counselling process. 
For example, videocassettes, leaflets and group information sessions have 
been used to provide the bulk of information needed by clients, before they 
meet the counsellors, so that the counselling session can be shortened. If any 
of these are used in a supplementary role, their use should be carefully 
integrated into the ongoing counselling process by a trained counsellor. 


nm 
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written procedures for the provision and organization of HIV/AIDS 
counselling services. The presence of standard procedures will facilitate 
supervision and monitoring by making it clear what is expected of the staff of 
a counselling service. They will enable other staff to know when and where to 
refer clients who need counselling. Clear procedures on how HIV-related 
client information is handled will enable high standards of confidentiality to be 
maintained while at the same time allowing information to flow. In the long 


run, when staff know what to do and when to do it, staff stress will be 
minimized. 


j Boxes 3 and 4 provide examples of how some countries have developed counselling 
services to respond to the identified needs of their communities. 


How do HIV/AIDS counselling services link with other services and other agencies? 


For many individuals needing and/or seeking HIV/AIDS care, counselling represents 
one of the entry points to care. This is true for a client who comes to a walk-in HIV testing 
centre and requires pre-test counselling, as well as for the client who comes to the health 
centre with symptoms of AIDS and is referred to a trained counsellor who is responsible for 
breaking the news that the client has AIDS. The level of trust between the client and the care- 
giver created during the initial stages of the counselling process will often be a critical 
determinant of later relationships between the client and the variety of individuals and 
organizations that play a role in the provision of care, including counselling. The various 
interactions between the individual and different caregivers within a comprehensive care , 
system are shown in Figure 3. 


Some organizations and services which may have links with courselling services are: 


- clinical management services. For example, a client who receives the 
information from a counsellor that he or she is HIV-positive may be referred 
by the counsellor to a clinician who specializes in the care of HIV-positive 
patients. Similarly, an individual who learns that he or she is HIV-positive 
may need the help of a counsellor to liaise with clinicians in other specialized 
clinics, e.g. haemophilia clinics or antenatal clinics, where information about 
HIV status may be needed but has to be passed on in a confidential manner. 


family planning services. For example, an HIV-positive client who wishes 
not to become pregnant for fear of transmitting the virus to her unborn child, 
may be referred to local family planning services to obtain contraceptive 
services and counselling. 
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3. Country counselling services, Zambia 


Box 
In order to respond to the great numbers of individuals needing HIV/AIDS 


counselling, the National AIDS Programme of Zambia has supported the 
countrywide development of counselling services using existing health and social 


workers in the following ways: 


= a national “focal point” for HIV/AIDS counselling, whose role is to 
coordinate all HIV/AIDS counselling activities, including the policy 
development process, has been designated, 

- a countrywide programme of training in HIV/AIDS counselling for 

: clinical officers and nurses has been implemented and plans are being 
developed to set up counselling services as an integral service in all 
district hospitals; 

- advanced training in HIV/AIDS counselling has been provided for 
carefully selected staff from each Province who can receive referrals 
from other counsellors and conduct training in HIV/AIDS 
counselling; 

- a walk-in counselling and testing centre, staffed by full-time 
HIV/AIDS counsellors and providing anonymous testing and 
counselling, has recently been opened in Lusaka, the capital city; 

- mobile teams of trained HIV/AIDS counsellors take their services to 

workplace settings. where counselling services are available as an 
adjunct to educational programmes about HIV/AIDS; 

- members of home-based care teams who visit AIDS patients in their 

| ‘homes (as part of a national policy to make home-based care services 
available and thereby reduce the number of hospital inpatients) have © | 
been trained as counsellors; | 

- “sroup counselling” has been introduced at carefully selected phases | 
of the HIV/AIDS counselling process in order to provide some ofthe | 
educational elements of the HIV/AIDS counselling process at lower | 
cost; | 

- peer education interventions that are closely linked with HIV/AIDS 
counselling services and that make increasing use of the contributions 
of HIV-positive individuals have been introduced; 

- counselling services with staff members who are trained. in 
HIV/AIDS counselling to supplement their training in generic 
counselling skills have been established in the university and in other 
institutions of higher education. ) ee Tange | 
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Box 4. Country counselling services, Myanmar 


In Myanmar, the prevalence of HIV infection is high among individuals who are 
injecting drug users (IDUs) and among commercial sex workers. Initially, many 
cases of HIV were discovered among blood donors. A surveillance team was 
formed to follow up these HIV-infected individuals and advise them about 
prevention of HIV transmission. This team of health workers soon discovered that, 
whenever they visited the HIV-infected individuals, they had to deal with a variety | 
of emotional and social issues before they could get the HIV-infected individuals to — 

listen to advice about prevention. These emotional and social issues included: 


rejection by the spouse and family and even being thrown out of the 
house; 

- not knowing how to inform their partners and families about their 
HIV status; 

- being ill but reluctant to go to the hospital for fear of being identified 

as HIV-positive and subsequently being subject to stigmatization. 


In the Drug Detoxification Unit of Yangon, where IDUs are admitted to be 
detoxified and rehabilitated, nearly 60% of the patients are HIV-positive. While the 
medical social workers at these units were well equipped with knowledge and skills 
to advise IDUs to stop using drugs, the emergence of HIV raised new issues to be 
considered. In addition to the issues highlighted above, the medical social workers 
had to address the following: 


- options for prevention of HIV transmission among IDUs did not/were 
not able to stop injecting; | 

- how best to tell the family that a person is injecting drugs and is 
infected with HIV. 


Faced with these challenges, the National AIDS Programme requested technical 
assistance from WHO/GPA to train members of surveillance teams, medical social 
workers and other health workers in HIV/AIDS counselling. All of these groups 
were given a five-day basic counselling workshop, followed by six months during 
which they practised their skills while meeting monthly to discuss cases. After this 
period they attended a five-day advanced counselling workshop. These health 
workers are now fully trained and are available to train others in HIV/AIDS 
counselling in other parts of the country according to the plans and priorities of the 


National AIDS Programme. 
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blood transfusion services. For example when pre-donation information and 
counselling are provided to potential blood donors, counselling facilitates the 
process of confidential self-deferral and/or deferral of high-risk donors. Those 
who wish to donate blood primarily for the purpose of knowing their HIV 
status can be referred to a voluntary counselling and testing site, if it exists 
(see guidelines for counselling blood donors, listed in Annex 1). 


clinical and epidemiological research. If such research includes linked HIV 
testing, counselling is provided as an ethical obligation and as a care and 
support service to the study participants. Ongoing counselling also facilitates 
compliance with the follow-up procedures of the research. 


: local social support organizations. For example, a client who is no longer 
able to work may be referred to a local AIDS support organization for 
emotional support and financial or material assistance. 


- organizations that specialize in meeting specific client needs. For example, 
a client who is an injecting drug user may be referred to a methadone 
programme or to a needle exchange programme. A homosexual client may be 
referred to a local self-help support and advocacy group of men who have sex 
with men. 


- - religious workers. For example, an AIDS patient may request help in 
meeting spiritual needs and be referred to a local religious institution. 
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whether initiated by the client or by the health 


\ 


To be beneficial, voluntary HIV testing, 
worker, must be: 


- part of a comprehensive counselling programme, in which trained counsellors 
provide counselling before a decision is made about testing (pre-test 
counselling), and provide counselling together with other supportive services 
(such as the provision of condoms and safer injecting equipment, where 
appropriate) or referral after testing (post-test counselling); 


entirely the choice of the individual, 
confidential or anonymous, 


- technically sound in terms of laboratory tests used and the quality of the 
laboratory practices. 


See also the statement on testing and counselling listed in Annex 1. 
Monitoring and evaluation of HIV/AIDS counselling services 


A monitoring and supervisory procedure should be set up to ensure that counselling 
services are delivered as planned and that any constraints are addressed promptly. This 
process also enables the professional supervisors of the service to give support to the 
providers. Evaluations of the impact of HIV/AIDS counselling should be undertaken in order 
to determine whether the goals of HIV/AIDS counselling have been met. These goals (see 
page 12) will usually state the purpose for which HIV/AIDS counselling services have been 
established. 


Evaluations should include consideration of the following aspects of the provision of 
HIV/AIDS counselling services: 


- relevance (i.e. whether the services are designed to meet a need that has been 
clearly defined and whether the provision of HIV/AIDS counselling services is 
the most appropriate way to meet this need); 

- impact (i.e. whether the services are meeting the intended aim); 

efficiency (i.e. whether the services are provided in a cost-effective and timely 
manner); and 

- progress (i.e. whether the provision of services is according to plan). 


A review of existing documents in the following policy areas at a national or 


institutional level may form part of the process of the evaluation of HIV/AIDS counselling 
services: 7 


- policy statements on HIV/AIDS counselling and related areas; 
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procedures used in the institutions that are providing services, for example, for 
counselling and referral; 

" standards for the provision of services; 

. criteria for monitoring and/or assessing service provision. 

Come telhiny 

The WHO/GPA document Guidelines for implementing HIV/AIDS contains guidance 
on how to establish, maintain and evaluate HIV/AIDS counselling services, including 
separate tools for setting and monitoring the standard of counselling, evaluating the 
supportive impact of counselling and measuring the preventive impact of counselling. 


HIV/AIDS counselling for women and children 


HIV can infect anyone, men, women or children. However, the relative vulnerability 
of women, children and adolescents will need special attention when counselling services are 
being developed. 


Whilst many of the basic principles of counselling practice are the same for women as 
for men, several factors should receive special consideration when women are the recipients 
of HIV/AIDS counselling services: . 


(1) Since many women are living in unequal power relationships with either 
their sexual partners OF the male members of their families, it may be 
necessary for the provider of HIV/AIDS counselling services for women, to 
devote additional time to help the woman to assess and strengthen her ability 
to negotiate arrangements that will prevent transmission of HIV. The care- 
provider may refer the woman to an organization or self-help group, if 
available. | 


(2) Because of their traditional role as care-givers rather than receivers of care, 
many women do not give priority to having their own needs for care met. 
Counselling of women should therefore include helping them to express their 
own needs for care. 


(3) In many settings whilst reproductive decisions are often made by men, women 
tend to shoulder the blame and responsibility when things go wrong. The 
HIV/AIDS counselling process helps women to redress this imbalance 
providing information, discussing personal difficulties and offering a forum 
for their partners to become involved in such decision-making. 


* (4) As HIV can be transmitted from mother to child via breast-feeding, this issue 
needs special attention when. counselling women who are pregnant or who 
have delivered recently. The risks of breast-feeding should be weighed against 
the risks to which the child may be exposed as a result of bottle-feeding. For 
example, a child whose mother is HIV-positive and who lives in an 
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(5) 


environment where there is no clean water, is probably at higher risk of dying 
from diarrhoea if bottle-fed than of dying from AIDS if breast-fed. The GPA 
document Human immunodeficiency virus (HIV) and infant feeding: Essential 
issues for decision-makers (see Annex 1) provides policy-makers with 
guidance on how to develop counselling policies concerning breast-feeding 


and HIV/AIDS. 


HIV infection in a child implies that the mother too is infected, unless the 
child has other risk factors (e.g. blood transfusion or sexual abuse). The 
mother needs psychological support to help her face this reality. The child 
may also face negative reactions from other children and their parents due to 
stigmatization and irrational fear of casual spread of HIV infection. If the 
child is old enough to understand, he or she should participate in discussions 
about issues regarding HIV infection and related episodes of illness and the 
reaction of other children and the community. The document Guidelines for 
the clinical management of HIV infection in children (see Annex 1) contains a 
chapter on counselling that covers these issues in detail. 


Thus, much more time may need to be allocated for counselling female clients and 
children than for counselling men. 


Counselling of adolescents and young people about HIV/AIDS 


An adolescent may him or herself be infected with HIV or affected by HIV because a 
parent, sibling or other family member, a sexual partner or close friend is infected. The 
counselling of adolescents and young people presents particular challenges: 


(1) 


(2) 


(3) 


The main challenge is that of balancing the need for confidentiality with the 
need to meet legal responsibilities towards the young person’s family. For 
example, a young person who has a tumultuous relationship with his or her 
parents may not be willing to use services that may inform the parents of drug 
problems or a history of STDs. This may mean that young clients who could 
be helped if they were to come forward for counselling may instead retreat 
from it. 


There is a marked tendency to label the adolescent client who has a 
problem. For example, many agencies automatically conclude that the young 
client with drug problems is also the one with STDs or the one who is likely to 
become pregnant. This labelling adversely affects young clients so that they 
gradually lose their self-esteem and their ability to make sound decisions. 


There is a need for care-providers to fully comprehend the culture of young 
people. Without this understanding, it is very unlikely that a dialogue, which 
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is the essential feature of effective counselling, will take place between the 
Care-provider and the client. 


(4) | Haemophilia will present special problems. Mothers may feel guilty because 
they have not only passed on the haemophilia but, in many cases, have 
unknowingly injected a contaminated product. When the haemophiliac 
adolescent has bees infected as a young child, the parents have to decide how, 
when and who will inform the child of this fact. Parents often postpone this 
until puberty when they say, “sex may come onto the scene”. Box 6 illustrates 
some issues which may arise during a counselling session with an HIV- 
infected haemophiliac adolescent. 


Youth counselling services, where they are available, often have many years of 
experience in meeting the particular needs of young people and may provide an appropriate 
location for HIV/AIDS counselling services for adolescents and young people. See the 


document Counselling skills training in adolescent sexuality and reproductive health, listed 
in Annex 1. . | 


Box 5. Counselling of an HIV-positive adolescent with haemophilia 


A family interview with parents and a boy of 15 with haemophilia and HIV infection is used| 
to illustrate how concerns are identified and information that might previously have been kept 
secret is shared with family members. This is a follow-up counselling session; the boy has 
already received post-test counselling and he knows he is HIV-positive. His 13-year-old 
brother is at school and has not been brought to the interview. 3 


Counsellor: Mr J., what have you told Peter about why we are here today? 
Mr J.: I said we were coming for a check-up and to discuss anything that is worrying 


us. 

Counsellor: Is this what you understood, Peter? 

Peter: Yeh. } 

Counsellor: Mrs J., your husband said you had all come to discuss your worries. Is there 
anything that you think is worrying your husband? 

Mrs J.: Yes, there is. It is what effect it will have on Peter knowing now that he has 
HIV. We are worried sick. 

Counsellor: | What most worries you, Mrs ia 

Mrs J.: That he won’t be able to marry and have children. , 

Counsellor: Peter, did you know that Mum was worried about this? 

Peter: Not really. ‘ 

Counsellor: Do you worry about not having children? 

Not really. | 
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Counsellor: 


me and my brother to have kids. 

Counsellor: So, Peter, you think that your granny puts pressure on your mother? 

| Peter: She is always worrying about those things. 

Counsellor: 
about this and Peter least? 

I didn’t realize that was how he saw it. 
Mr J., what is your greatest worry today? 
That Peter won’t work at school because he won’t see the point. 
What do you think about what Dad has said? 
| He just worries that we get a good job. I find work boring at school. 

Counsellor: | What would you prefer to be doing? 

Peter: I don’t know. There isn’t any point, is there, if I’m going to die. You die of 

| AIDS, don’t you? 

Counsellor: Yes, you can die of AIDS. Is dying something that worries you? 

I don’t worry about dying. I won’t know about anything then. I just want to 
do what I want. 

What do you want Peter? 

Not to be nagged all day. 

Just say, Peter, that you keep as well as you are for a good number of years. 
How would you fill your time? 

Peter: I could get ajob. — 

Counsellor: Mr J., what is your view about what Peter has been saying? Do any of us 
know exactly how much time we have got? We could have an accident 
tomorrow. Do you think that you could discuss with Peter how he might do 
what he wants, but also show him how difficult it is to get jobs without any 
qualification? | | 
Mrs J., we have heard from Peter that he is not worried about dying. Nor is he 
worried that he might not marry and have children. He gave me the idea that 
there are many people who can’t have children. Some never find partners, 
some have other illnesses, and others are infertile. So, although this is your 
worry now, Peter’s worries seem different. 


Source: Robert Bor, Riva Miller and Eleanor Goldman, Theory and Practice of HIV Counselling: A Systematic 
Approach, London, Cassel, 1992. 
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HIV counselling and testing 


a5 by In order to offer national AIDS programmes guidance on the role of HIV testing, a 
sultation was held in Geneva in November 1992 (see the statement listed in Annex 1). Its 
purpose was to review what is known about the advantages and disadvantages of HIV testing, 
and to develop recommendations on the role of testing and counselling in HIV/AIDS 
prevention and care programmes. *The consultation stressed that testing programmes which 
do not require and secure an individual’s informed consent could damage efforts to prevent 
HIV transmission and are therefore not in the interests of public health. Voluntary testing and 
counselling can, however, be useful to initiate care and support of seropositive individuals, 


provide reassurance and support to seronegative individuals, and relieve anxiety in both 
groups. 


How might future developments in AIDS prevention, testing and care affect the 
demand for and delivery of HIV/AIDS counselling services? 


The following future developments in the area of AIDS prevention, testing and care 
are likely: | 


i. The introduction of rapid HIV tests in which clients can be informed of their 
test results within a few minutes will mean that clients may be informed of the 
results of positive HIV tests before they are emotionally and psychologically 
prepared to absorb the news. This may lead to additional demands being 
placed on care-providers. Policies will therefore be needed to ensure that all 
clients receive adequate pre-test counselling before they are informed of the 
result of any HIV test. 


2. Self-administered HIV tests, which could be purchased from pharmacies, 
could be a popular product in countries where levels of discrimination and 
stigmatization are highest, for example, in some countries, known HIV- 
positive status can mean rejection of insurance coverage or loss of job. In 
such settings, individuals may wish to avoid any possibility of their HIV status 
becoming public knowledge by purchasing and self-administering HIV tests. 
Prior to such tests coming on the market, national policies should be put in 

“place to ensure that reference to the need for, and availability of, HIV/AIDS 
counselling is contained in the instructions and advertisements for such 


products. 


3. Likely developments in the clinical management of AIDS patients, leading 
to prolongation of life beyond what is now the norm, could provide a new 
rationale for requesting an HIV test. Such developments could lead to an 
increased demand for voluntary testing and consequently for HIV/AIDS 


counselling services. 
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accines against HIV will lead to increased demand for 
HIV/AIDS counselling services. All research protocgls for vaccine trials 
should ensure provision of counselling services for subjects who are involved 
in the study; such provision should include funds for the necessary training in 
HIV/AIDS counselling. In countries where vaccine trials are to be conducted, 
planners will need to put into place strategies to ensure that the increased 
demand for care-providers with counselling skills is met. 


4. Large-scale trials of v 
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In summary 
HIV/AIDS counselling services: 


- are necessary to enable affected and worried individuals and families to cope with the 
effects of HIV infection and with the stress of receiving HIV testing; 

- should relate and be linked to other HIV/AIDS activities; 

- are usually delivered by providers who have received in-service training in 
counselling skills to supplement their basic professional training; 

- should be established at all sites where care is provided for people with HIV infection 
and where linked HIV testing is carried out, 

- should be integrated into existing health/social/support/religious services. 
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PART THREE: THE ROLE OF POLICY-MAKERS AND 
PLANNERS 


What are the essential policies and procedures that should be in place before HIV/AIDS 
counselling services are established? 


The HIV/AIDS counselling process ‘s most effective when the following are in place 
prior to the establishment of services: : 


- policy statements regarding the objectives and purpose of HIV/AIDS 
counselling services in the country Or institution, including where and to 
whom counselling should be delivered; and the strategies that are to be 
followed to ensure that counselling is available/accessible to the desired target _ 


group. 


- written procedures within each institution or agency providing HIV/AIDS 
counselling services that will guarantee that testing is confidential and, if 
requested, anonymous. If needed, there will be procedures for explaining the 
differences between these two concepts to all clients; 


: policies that clearly state that all HIV testing is to be voluntary and to be based 
on explicit informed consent; | 


: written policies on who should provide HIV/AIDS counselling: what their 
professional background should be and what additional training they will 
need. The role of volunteers as regards different aspects of counselling (pre- 
and post-test, follow-up counselling) should also be clearly spelt out. 


In situations where the above requirements are not met, policy-makers and planners 
can inform themselves, through discussion with providers of HIV/AIDS counselling services, 
of the adverse impact of existing policies or lack of policies. This information can be used to 


gain support for policies and procedures that are consistent with the guidelines contained in 
this document. 


What steps can be taken to develop appropriate policies for HIV/AIDS counselling? 


e These guidelines have described HIV/AIDS counselling and have answered a series of 
critical policy-related questions regarding how such services are established and developed. 
Policy-makers and planners can play a crucial role in the establishment of high-quality 
HIV/AIDS counselling services. In many settings, a comprehensive review of policies that 
affect the HIV/AIDS counselling process, and subsequent development and promulgation of 
new or revised policies, may be necessary. The implementation of the sequence of steps 
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listed , 
ee represents one approach to solving the problem of non-existent or inappropriate 


rr Nomination of a coordinator for HIV/AIDS counselling and collection of relevant 
background information. 


= Identification and prioritization of issues in HIV/AIDS counselling that require policy 
development or amendment. 

> Detailed analysis of priority issues and selection of appropriate policies to address the 
issues. 

4. Development of draft policy statements. 

5. Presentation to and review of draft policies by senior officials. 

6. Finalization and dissemination of policies on HIV/AIDS counselling and related 
issues. : 

ew D Follow-up and monitoring of the implementation of the developed policies. 


Step One: Nomination of a coordinator for HIV/AIDS counselling and collection of 
7 relevant background information. 


Interested members of national AIDS committees, senior planners, and 
sometimes politicians, will usually take the lead in promoting the development 
and dissemination of appropriate policies on HIV/AIDS counselling. It may 
be necessary, as a preliminary step, to nominate a person among this group 
who will act as a coordinator or focal point for issues pertaining to HIV/AIDS 
counselling. A first task of this coordinator will be to draw up a list of all 
those who should be involved in the policy development process. Examples 
of individuals who might be included on this list are: 


- the National AIDS Programme Manager; 

- the focal point for HIV/AIDS care; 

- the HIV/AIDS IEC focal point, 

‘nterested members of the National AIDS Committee; 

senior planners in the Ministry of Health; $ 
representatives from institutions that are providing HIV/AIDS 
counselling services, 

- senior psychotherapists; 

- senior Clinicians; and 

senior representatives of nongovernmental organizations involved in 
HIV/AIDS care and prevention. 
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The coordinator will also be responsible for preparing or commissioning the 


preparation of a report on the current status of counselling services in the 


country, region or institution for which policies are to be developed. This 
report will include: 


up-to-date epidemiological information on HIV/AIDS and a brief 

discussion of the implications of this information for the policy-makers 

and planners of HIV/AIDS counselling services; 

- an assessment of the existing, and likely future, demand for HIV/AIDS 
counselling services, 

- . adescription of existing services including: 


* details of institutions providing services; 

* details of existing counselling training programmes; and 

* an assessment of the strengths and weaknesses of existing 
services. 


Annexes to the report will include copies of relevant documents that help to 
describe the current status of services such as: 


- written counselling policies that are already operative; 

- written procedures that are already in place in locations where 
HIV/AIDS counselling is being undertaken; 

- current counselling training programmes, 

- summaries of any reports or evaluations of services that are available. 


Step Two: = Identification and prioritization of issues in HIV/AIDS counselling that 
require policy development or amendment. 


Each of the participants in the policy-making process (such as those listed in 
step one) should be asked to submit a list of priority issues that require policy 
development or amendment. This is done after they have read these 
guidelines and have had the opportunity to consult with colleagues and 
constituents. It may be appropriate to organize a short workshop at which 
Clarification of some of the issues that are discussed in these guidelines, and of 
issues that are raised by the participants, is undertaken before a final list of 
critical policy issues is drawn up and agreed. It is to be expected that issues 
raised during this step will vary greatly from setting to setting depending on 
the local context. For example, in a setting where HIV prevalence is high, 
there may be a need for policy development, particularly as regards the 
question of “who are the counsellors?” In a setting where HIV prevalence is 
low, but where levels of potential discrimination against HIV-infected persons 
may be higher, the main issue may relate to the need for firmly-stated policies 
on issues of confidentiality and partner notification. 
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The list of issues identified is then circulated to all participants in the policy 
development process and each participant asked to rank the items on the list in 
order of importance. The totals are then collated and analysed and the results 
used for selecting priority policy issues. It is suggested that only the first five 
_ Or six items on the list should be included in the final list of priority issues. 
Step Three: 


nee analysis*of priority issues and selection of appropriate policy 
ools. 


Each priority issue should then be examined in detail and statements made 
about the content of the policies that will be formulated to resolve each issue. 
The resulting policies may be general or quite specific. An example of a 
general policy is: “HIV/AIDS counselling services are to be available in all 
District Hospitals”. An example of a very specific policy is: “HIV/AIDS 
post-test counselling is to be carried out only by nurses or social workers 
trained.in counselling”. 


Policies may be implemented by various means: 


- __ legislation making mandatory testing illegal; 

- @ directive or order informing all health workers of confidentiality 
provisions in relation to HIV/AIDS; 

- provision of incentives allowing health or social workers academic 
credit for attending workshops on HIV/AIDS counselling; | 

- preferential treatment giving non-monetary rewards to HIV/AIDS 
counsellors who work on a voluntary basis; and | 

- indirect incentives offering exchange visits by HIV/AIDS counsellors 
to other institutions. — 


Some policy issues may best be resolved by using a combination of the above 
— tools. | 


Step Four: Development of draft policy statements. — 


Written policies covering each of the issues that have been analysed are then 
drawn up. However, some circumstances, such as possible public opposition 
to a particular policy, may necessitate a delay in formulating written policies; 
even under these circumstances implicit policies can be developed and can be 
incorporated into counselling training and procedures. 


Step Five: 


Step Six: 


Step Seven: 
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Presentation to and review of draft policies by senior officials. 


The draft policy statements are then presented to the senior officials under 


. whose “imprimatur” the policies will be. disseminated. The policies are 


reviewed by these officials and are either approved or returned for further 
development or modification. | 


Finalization and dissemination of policies on HIV/AIDS counselling and 
related issues. 


After review and approval, the new policies are widely disseminated. Any 
retraining of HIV/AIDS counsellors that may be necessary to bring their 
practice into line with the new policies is undertaken at this time. 
Furthermore, an effort should be made to sensitize managers and staff of sites 
where counselling is to take place about the status of counselling. HIV/AIDS 
counselling, being a relatively new domain, is often regarded with suspicion 
and uncertainty. The role of counselling in HIV testing and in the care of 
patients will need to be discussed at every counselling site. These discussions, 
and perhaps seminars, form part of the process of dissemination of policies on 
HIV/AIDS counselling. 


At this time the senior officials may be encouraged to solicit personal 
testimonials from political figures or other well-known individuals. The 
positive impact of such testimonials to back up a proposed change in policy, 
particularly one which aims at reducing the stigmatization to which HIV- 
positive persons are exposed, has been demonstrated in several countries when 
very senior politicians have come forward with personal statements about the 
impact of HIV/AIDS on their family or community. 


Follow-up and monitoring of the implementation of the developed 
policies. 


Once the policies are disseminated, a mechanism to ensure their 
implementation is needed. This monitoring process will also be useful in 
determining which policies need revision and how they can be revised. 


Box 6 shows an example of an executive summary of national counselling policy 


Statements. 
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Technical materials and guidelines for HIV/AIDS counselling and related areas. 


In order to implement these policies, programme managers will need to develop more 
detailed technical guidelines on HIV/AIDS counselling, including how to develop and 
evaluate services and how to train counsellors. In addition, guidance is needed on how 
counselling interacts with other aspects of HIV/AIDS care, prevention and research. 


WHO/GPA has prepared a series of materials (see Annex 1) giving guidance on 
specific issues such as: | | ; 


- how to establish HIV/AIDS counselling services; 
Si how to train HIV/AIDS counsellors; 
- how to incorporate an HIV/AIDS counselling component into blood 


transfusion services, 
- how to advise HIV-positive mothers regarding breast-feeding. 


In summary: 


It is essential to develop policies related to HIV/AIDS counselling in order 
to allow smooth introduction of HIV/AIDS counselling and its acceptance 
by health professionals. 


Policy-makers should consult widely before prioritizing the policies to be 
developed. | 


Relevant material should be developed to facilitate training and service 
development in order to implement the policies. | 
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a policy statement on counselling: Kenya 


x 6. An example of 


0 
It is the Ministry of Health Policy that: 


- All health workers should be trained to provide counselling services On a 
continuous basis. 


“ Counselling should not be focused on patients alone, but be extended to the 
family. 


- There should be district plans of action for AIDS counselling. 
- Confidentiality and ethics should be adhered to at all levels of activities. _ 


- The rights of the individual, culture, social fabrics, etc. should be taken into 
consideration in AIDS counselling. ) 


- Confirmation of HIV infection or AIDS in an employee provides no grounds 
for refusal of employment or dismissal. 


Source: Kenya, Ministry of Health, National guidelines on counselling for HIV infection, December 1988. 
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Annex 1 


WHO/GPA Materials on Counselling and Related Areas 
Testing 


Statement from the Consultation om Testing and Counselling for HIV Infection, Geneva, 16- 
18 November 1992 (document WHO/GPA/INF/93.2). 


Guidelines for counselling blood donors on HIV (document WHO/GPA/TCO/HCS/94.2) 
Training 


HIV prevention and care: Teaching modules for nurses and midwives (document 
WHO/GPA/CNP/TMD/93.3). | 


Human immunodeficiency virus (HIV) and infant feeding: Essential issues for decision- 
makers (in preparation). | 


Living with AIDS in the community (document WHO/GPA/IDS/HCS/92.1 Rev. 1). 
Source book for HIV/AIDS counselling training (in preparation). 3 


An orientation to HIV/AIDS counselling: A guide for trainers (WHO Regional Office for 
South-East Asia, New Delhi). 


Clinical management and care 


Guidelines for the clinical management of HIV infection in adults (document | 
: WHO/GPA/IDS/HCS/91.6) | 


Guidelines for the clinical management of HIV infection in children (document 
WHO/GPA/IDS/HCS/93.3). 


AIDS home care handbook (document WHO/GPA/IDS/HCS/93.2). 


Counselling service delivery 


Counselling skills training in adolescent sexuality and reproductive health (document 
WHO/ADH/93.3) 


Guidelines for implementing HIV/AIDS counselling (in preparation). 


NAP Programme Management Training Course:Module on HIV/AIDS care and social 


support (1993). 
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Annex 2 . 


Glossary 


Client: The person seeking or receiving HIV counselling and/or testing. In the case of a 
child or other person unable to consent to testing on his/her own behalf, the client is the 
parent or other adult with the ethical and legal competence to do so. 


Counselling: A confidential dialogue between a client and a care provider aimed at enabling 
the client to cope with stress and take personal decisions related to HIV/AIDS. The 
counselling process includes an evaluation of personal risk of HIV transmission and 
facilitation of preventive behaviour. i 
Pre-test counselling: Dialogue between a client and a care provider aimed at discussing the 
HIV test and the possible implications of knowing one’s HIV serostatus, which leads to an 
informed decision to take or not take the test. 


Post-test counselling: Dialogue between a client and a care provider aimed at discussing the 
HIV test result and providing appropriate information, support and referral, and at 
encouraging risk-reduction behaviours. 


Testing: 


1) Laboratory testing, i.e. application of an assay (e.g. ELISA) for laboratory markers of 
HIV infection such as HIV antigen or antibodies. The assay may be used in order to 
screen blood for transfusion, or organs or tissue for transplantation (see screening), or 
in order to test an individual (see testing 2)). 

2) More broadly, the testing of individuals with the intention to determine their HIV 
infection status. All testing in this sense can be categorized according to three sets of 


criteria: 

a) client-initiated, health care provider-initiated, or initiated or required by a third 
party for other than health purposes; 

b) with or without informed consent; and 

Cc) anonymous, confidential, or non-confidential. These terms are defined below. 


Client-initiated testing: HIV testing requested by a client on his/her own initiative. 


am care provider-initiated testing: HIV testing initiated by the client’s health care 
worker. 


Testing initiated or required by a third party for other than health purposes: HIV 
testing for other purposes, such as immigration, employment or insurance. | 
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Testing with informed consent: 
informed consent to it. 

counselling) the client has 
the risks and benefits, as 
understand. Consent me 
devoid of coercion, in whi 


HIV testing performed only after the client has given 
Informed in this context means that in discussion (pre-test 
been made aware of all the ramifications of HIV testing, including 
well as of alternatives to such testing, in language he/she can 
ans the giving of express agreement to HIV testing in a situation 
ch the client should feel equally free to grant or withhold consent. 


Testing without informed consent: HIV testing in which informed consent, as defined 
above, has not been requested and given.* 


Voluntary testing: Anonymous or confidential testing initiated by either the client or his/her 
health care provider and performed with the client’s informed consent. 


Mandatory testing: HIV testing without informed consent which the individual is 
compelled to undergo. The term refers both to situations in which the individual clearly has 
no alternative - as when prisoners are tested involuntarily - and to situations in which refusal 
of testing is not realistic or would cause the individual undue hardship, as when HIV testing 
is required prior to employment or marriage. _ | 


Anonymous testing: HIV testing in which the blood sample and test result are identified only 
by code, not by name, with no personal identifiers to link the sample to the donor source. 


Linked anonymous testing: HIV testing in which the code is known only to the client. 


Unlinked anonymous testing: HIV testing (e.g. for surveillance purposes) after prior 
removal of all personal identifiers, so that retrospective identification is imp dssible. 


Confidential testing: HIV testing in which only the client and the health professionals 
involved in the client’s direct care know that the test was performed and have access to the 
test results. This information is not furnished under any circumstances to other health care 
providers, health authorities, employers, insurers, schools or other third parties without the 


patient’s explicit consent. 
Non-confidential testing: HIV testing conducted neither anonymously nor confidentially. 


‘no: The systematic laboratory testing of donated blood, blood products, tissue 
ecu sperm) at organs for the purpose of preventing HIV transmission to the 
recipients. Other specimens, such as saliva, may also be used. 


ee ie Ghar ean the HIV testing of individuals without their 
“s testing” is sometimes used to mi as ; ag 
# The oe rae they specifically refuse such testing. Examples are routine testing policies applied 
Paola to patients, and sometimes applied to people attending antenatal or STD clinics. This term 
y , 


hould not be used because it does not specify whether informed consent is requested and granted. 
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Enabling approaches for HIV/AIDS prevention: 
in we modify the environment and minimize the risk? 
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troduction 


1e search for effective intervention approaches to re- 
ce the spread of HIV/AIDS is an ongoing one. Al- 
ough the international AIDS research community has 
cumulated considerable experience with interventions 
d has made realistic assessments of their effective- 
sss [1,2], it continues to debate the relative impor- 
nce of different approaches, including, for example, 
hich channels of communication or which risk-reduc- 
on messages should be promoted. While such debate 
.mains necessary, it can also distract us from think- 
1g more broadly about HIV prevention. The need for 
ulti-faceted intervention approaches has already been 
yell established [3], but so also has the need for broader 
hinking about prevention options [2,4,5]. In this review, 
ye examine one area that has received insufficient at- 
ention in HIV prevention: influencing the social and 
snvironmental determinants of risk, or what we call ‘en- 
bling’ approaches. 


Background : 


Influenced by such disciplines as social and clinical psy- 
chology, and guided by a public-health tradition with 
a strong emphasis on clinic-based interventions, se 
HIV prevention efforts continue fo focus on chang- 
ing behaviour of individuals. Such efforts usually in- 
volve increasing personal awareness and risk percep- 
tion, raising expectations of favourable outcomes i ie : 
avoidance, teaching the necessary skills to undert : . 
haviour change, fostering the perception of agent 
pability to undertake change and of the so bss 

tance of risk avoidance. The premise underlying p- 
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proach is that individuals will take appropriate decisions 
about personal behaviour and, subsequently, will act on 
those decisions. A number of theories have described 
the cognitive mechanisms involved in this process relative 
to preventive health behaviour [6-8], and their practical 
application has yielded results in various health domains 
[9-11]. However, these theories may have limited util- 
ity when considering social and environmental determi- 
nants of HIV transmission [12-14]. These determinants 
go beyond individual volition [15] and must be addressed 
in addition to influencing personal decisions about be- 
haviour. Rethinking prevention approaches is therefore 
necessary to develop a wider range of options in an effort 
to complement existing strategies. 


A distinction is made here between prevention ap- 
proaches that aim to ‘persuade’ individuals to under- 
take behaviour change and those that ‘enable’ change 
to occur. The latter focus on the non-individual, or the 
social and environmental, determinants that facilitate or 
impede behavioural choice. Enabling approaches intend 
to remove barriers or constraints to protective action or, 
conversely, to erect barriers or constraints to risk-taking. 
In some cases, enabling approaches that remove barriers 
for some people, such for as women who may have lit- 
tle say in sexual matters, may actually erect barriers for 
others, such as for men who may find their traditional 
dominance constrained. An enabling approach that re- 
moves a barrier to change might be a policy that allows 
the purchase and possession of sterile injection equip- 
ment by drug users, while an example of an enabling 
approach that erects a barrier to continued risk taking 
might be a policy mandating condom use in commercial 
sex establishments. 


Recent evidence has shown that altering the environ- 
ment in which risk behaviour takes place through com- 
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prehensive sexually transmitted disease (STD) treatment 
can result in decreased HIV incidence even in the ab- 
sence of any significant behaviour change [16]. This is 
further evidence of the preventive effect of a structural 
intervention, albeit a physical one which relies on en- 
hanced service delivery. While continuing to recognize 
the role of individual decision-making, all structural in- 
terventions acknowledge that meaningful reduction of 
HIV transmission can still occur even though the range 
of an individual's action may be too limited in certain 
contexts to allow for sufficient behaviour change. 


Focusing on social and environmental determinants is 
not so much an innovative approach as it is a confirma- 
tion of recommendations already espoused by the World 
Health Organization and other health agencies. The 
principles guiding disease prevention and health promo- 
tion were developed in the 1986 Ottawa Charter [17]. 
Five steps were identified in the charter: apart from the 
necessity of developing skills, attention is also focused on 
introducing appropriate health legislation, creating sup- 


portive environments, strengthening community-based ~ 


action and reorienting health services. These steps place 
health within a broader social agenda. They also place at- 
tempts to motivate individual action in the wider context 
of attempts to modify conditions of risk-taking [18,19] 


The term ‘enabling’ is not new to public health. En- 
abling factors have been described previously to refer to 
those factors that make a desired change in behaviour 
possible [20], so that planning for a health education 
programme should include motivating people to action 
and also removing barriers that people might encounter. 
Others have suggested that, to be successful, health ed- 
ucation must include an initial focus on the policy and 
normative environment in which a programme will de- 
velop, as a supportive environment can facilitate, and a 
hostile environment impede, effectiveness [21,22]. In the 
context of AIDS, enabling has been used to refer to the 
vulnerability of populations, for example, the obstacles 
that women encounter in reducing risk of HIV and the 
corresponding need to address these obstacles [23]. 


Although health behaviour theory does recognize the 
influence of social and environmental factors on individ- 
ual behaviour [24,25], this recognition is rarely carried 
into intervention strategies [26-28]. One source of dif- 
ficulty is that non-individual risk factors are essentially 
of a structural nature and, therefore, not perceived to be 
easily modifiable [28-30]. Another possible explanation 
is that HIV transmission relates to sex and drug use, 
both areas generally subject to taboo. The relationship 
between such behaviours and social and environmental 
factors has also never been well understood and is not 
easily explored. In addition, the discourse of decision- 
makers in AIDS is largely a biomedical one [27,31] to 
which only the more ‘scientific’ models and evaluation 
designs, more easily measuring change in individuals 
than in communities, appear credible. Thus, community 
and societal-level changes, being difficult to quantify and 
measure, are relegated to the realm of the non-scientific. 


ee 


In our discussion of enabling approaches, we specifi- 
cally exclude attempts Co alter prevailing social norms 
about risk behaviours and HIV prevention. While these 
approaches are in themselves very important, they are 
somewhat different from the present concern. Their ef- 
fect on behaviour is through individuals perceptions, and 
the choices individuals make about behaviour. Social 
norms also have a role in shaping the national discourse 
about prevention and are therefore important in creating 
a supportive environment in which prevention can take 
place. Nevertheless, in this review, we limit our concerns 
to those structural interventions which directly remove 
barriers to behaviour change or erect barriers to per- 
sistent risk-taking. Two categories of determinants, and 
hence two types of enabling approaches, are examined in 
this review: economic and policy. The assignment of a 
specific factor to either of the two categories, however, 


can be somewhat arbitrary given that they are interre- 
lated. 


Economic constraints and behaviour 
change 


Health research has shown that populations of lower so- 
cioeconomic status are also those at ; higher risk of mor- 
bidity and mortality resulting from health-related prob- 
lems [19]. Poverty has been associated with increased 
risk for a wide variety of both infectious and chronic 
diseases, and also with limited access to health care [29}. 
This finding equally applies to AIDS, as the disease has, 
in recent years, come to affect disproportionately poorer 
communities [30,32,33]. Thus, not only are poorer rural 
and urban communities least able to bear the economic 
consequences of AIDS once the epidemic is established, 
they are initially at heightened risk of infection. Recog- 
nition of links like these between poverty and bad health 
outcomes is one of the factors that drives development 
programmes worldwide. 


Even for those who are not poor, however, an eco- 
nomic dimension to risk behaviours may exist. In the 
history of public health, numerous attempts have been 
made to limit or discourage risky behaviour or, con- 
versely, to encourage healthier behaviours through the 
use of economic incentives. Favourable insurance rates 
for automobile drivers with safe driving records or for 
individuals who do not smoke, drink immoderately, or 
who exercise regularly are economic incentives used by 
insurance companies to reinforce certain low-risk be- 
haviours. Elevated prices on harmful products have also 
been tried, as in the case of taxation on liquor in many 
countries or, more specifically, on tobacco products in 
Canada. Evidence from that country indicates that, for 
some groups like adolescents, smoking may be a price 
sensitive behaviour that can be decreased through in- 
creased taxation (Fig. 1) [34]. Similar experience has 
been reported from Brazil, where the elimination of a 
tax on imported condomis greatly reduced the price to 
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ane and is believed to have contributed to a sub- 
stantial increase in condom sales (L. Rodrigues, personal 
communication, 1995). Affordable pricing is one of the 


elements of social marketing programmes for condoms 
and other commodities as well. 


% smoking 


cigarette prices 


teen smoking 


1979 1982 1985 1988 ani 


Fig. 1. Effect of Spurs prices on smoking among Canadian 
teenagers, 1979-1991 [34]. 


In recent years, AIDS research has increasingly focused 
attention on the vulnerability of women in sexual rela- 
tionships (30,35,36], particularly when considering the 
constraints on women to propose Or negotiate risk re- 
duction practices with their partners [37,38]. One ex- 
planation advanced is prevailing social norms on gender 
roles, which encourage men but not women to make 
decisions about sexual matters [38]. Yet this vulnerability 
may also be a result of economic factors, such as women’s 
limited access to resources and their subsequent financial 
dependence on their partners. 


Economic factors, such as the need for some to leave 
their families, seek shelter in new settings, and live apart 
from regular partners for extended periods, heighten the 
probability of ca ual sex and the risk of HIV transmission 
among men and women alike. Seasonal migrant workers, 
truck drivers’and soldiers are some of the predominantly 


male occupational categories associated with increased 
risk of HIV [39,40]. 


Patterns of drug use may also be associated with eco- 


nomic factors. Although drug use is commonly viewed 


as a consequence of psychopathology and influenced by 


peer norms, the conditions that affect initiation, mode vid 
administration and access to treatment facilites may De 


shaped by economic considerations [1 8,33). For exam- 
ple, injecting drug use ca” become more common : 
other modes of administration when it 1s perceived to be 
a less expensive way to Bet ‘high’ [41]. | 

In no case is the evidence for the economuc determinants 


it 1 k. Evi- 
of ri ‘our clearer than it 1s for sex wor 
ee gan al regions of the world suggest that ne bie 
whelming motive behind the exchange of Pos (ye 
for the provider is economic opportunity ee aN 
Whereas this is often 4 desperate survival STG 
some, it can someumes be a lucrative alternaG 
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ing employment opportunities for others [44]. In Thai- 
land, for example, some female sex workers are able to 
generate incomes 25 times greater than textile workers 
[43]. In one case in Northern Thailand, the existence of 
training programmes and subsequent employment in the 
textile industry, at substantially lower wage, are not suf- 
ficient by themselves to stem the flow of young women 
into sex work; programme staff must also persuade family 
members that sex work is less acceptable employment for 
young girls in the age of AIDS than it once was [45]. 
The absence of employment opportunities to generate 
incomes of comparable magnitude or of educational op- 
portunities that might lead to such employment, is why 
some may chose to remain in sex work {33,43}. 


Those involved in exchanging sex for money often have 
limited power to negotiate safer sex practices with clients 
[46]. Some of the more immediate factors explaining 
this include: (1) price of sexual encounter (those who 
earn less usually need more clients, limiting their ability 
to refuse services and exposing them to greater risk); 
(2) price of condoms (the price of condoms relative to 
earnings can influence the frequency of use); (3) earn- 
ings provided to third parties (many of those involved 
in sex work have to pay brokers, brothel or bar owners, 
and, in some cases, their regular partners a proportion of 
their earnings); (4) access to other sources of income (the 
absence of an alternative source of income could deter- 
mine the number of clients which, in turn, influences 
the negotiating capacity) [42]. 


What are the possibilities of modifying economic de- 
terminants to reduce the risk of HIV? For sex work, a 
range of approaches has been proposed in the literature 
[28], of which relatively few have been attempted and 
even fewer have been evaluated. Most aim to reduce 
risk-taking by alleviating economic pressures on those 
entering or already involved in sex work [45]. A dis- 
tinction can be made between approaches designed to 
intervene within the sex work context and those that 
intervene to prevent or reduce dependency on sex work 
(Table 1). All the options in the first column necessitate 
collective action to alter work conditions. This is pos- 
sible when ‘gatekeepers’ at sites, such as bar owners and 
leading figures among sex workers, support such efforts. 
Examples of such collective action exist from Nigeria 
[47], Mexico [48] and Zimbabwe [49], all of which have 
demonstrated increased condom use. The options pre- 
sented in the second column apply to all groups who are 
economically vulnerable to HIV infection. Approaches 
to increase the economic role and power of women as a 
means of increasing their ability to exercise control over 
their lives, including over their reproductive and sexual 
behaviour, have been tried in a number of places. Ex- 
amples of such approaches exist from India [50], Zambia 
(51] and Bangladesh [52]. In Zambia, women fish traders 
are frequently forced to provide sex in addition to cash to 
obtain fish from fishermen. These women are now being 
encouraged to participate in economic cooperatives that 
conduct collective bargaining for fish, as a way to protect 
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themselves from sexual exploitation [51]. In Bangladesh, 
rural women participating in a revolving loan scheme 
have been found to be economically empowered and to 
exercise greater control over their sexual behaviour as 
shown by their elevated rate of contraception use (Table 
2) [52]. Although requiring a community interest and 
collective bargaining effort, such measures may initially 
involve considerable input from external sources. 


Table 1. Examples of economic approaches to HIV prevention in 
sex-work settings. 


Interventions 


Within sex-work settings 
Enforce condom use in all client contacts 
Integrate the cost of condoms into the price of sexual encounter 
(or in the rent paid by clients for rooms) 
Raise prices for sexual encounter 

in communities where sex work exists 
Improve young women’s level of literacy and education 
Identify alternative income sources or provide 
vocational training 
Develop money management and savings skills 
Establish economic cooperatives 
Facilitate access to accommodation 


Table 2. The effect of women’s empowerment on contraception use, 
Grameen Bank, Bangladesh, 1992 [52]. 


Economic and 
social influences 
on contraceptive use 


% of married women 
aged <50 years 
using contraceptives 


Empowered* 65 
Not empowered 45 
Contributes substantially to family support 60 
Contributes little or nothing 44 
Living in Grameen Bank villages 54 
Living in comparison villages 43 


Cy 2 PP Orn ey 2 perpen ———EE——E 
"Defined according to the following measures: mobility and visi- 
bility, economic security, status and decision-making power in the 


household, ability to interact in public spheres, and participation in 
non-family groups. 


However, even in those societies where they clearly have 
a central economic role, women may continue to have 
limited negotiation power in sexual decision-making. 
Culturally propagated conceptions of gender roles defin- 
ing men as the decision-makers often override other 
considerations and will continue to offer a barrier to 
significant HIV risk reduction for women (30,53). Eco- 
nomic approaches such as those outlined above should be 
considered in conjunction with approaches that attempt 
to alter prevailing social norms. Whereas the examples 
here have primarily focused on women, HIV preven- 


tion for both sexes could benefit from such economic 
enabling approaches. 
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National policy, local practices and HIV 
prevention : 


As stated previously, standard health promotion practice 
has long recognized the importance for a supportive pol- 
icy environment in which a prevention agenda can be 
pursued. National policies that recognize and condone 
the desirable outcome of disease prevention and health 
promotion are indeed an important first step. Through- 
out the history of public health, however, policy has 
also been directly employed to promote health. Policies 
mandating preventive actions such as childhood immu- 
nizations, seat belt use, motorcycle helmet laws, and flu- 
oridation of water are examples of one type of approach. 
Proscriptive policies prohibiting specific health-threaten- 
ing actions such as the sale of alcohol or tobacco to mi- 
nors, the use of tobacco products in public settings or the 
sale of controlled substances for non-medical purposes, 
are examples of another use of structural interventions in 
the pursuit of public health. Similar applications for HIV 
prevention are much rarer but do exist. In this section, 
we examine the need for, and the use of, policy for HIV 
prevention, both as regulation at the national level and 
as consensus at the local level. 


Restrictive legislation may act as a barrier to the adop- 
tion of preventive measures. Because of this, policy re- 
forms have been advocated, particularly in countries 
where the urgency to prevent HIV has been recognized. 
The threat posed by the AIDS epidemic, for example, 
has led to calls for the decriminalization of prostitution 
[54] and less repressive laws concerning drug use [55,56]. 
In many countries, debate continues about legislation to 
allow distribution of condoms in schools or condoms 
and needles in prisons. Arguments have been made that 
such policy changes will facilitate HIV prevention effarts 
and provide greater access to health and other services. 


The difficulties of changing established policy are im- 
mense and it is evident that such changes are. unlikely 
to occur in many countries. Furthermore, it may be 
too simplistic to believe that tolerant legislation always 
creates the best environment for HIV prevention and 
intolerant ones the worst [57]. Effective HIV preven- 
tion for sex work have been achieved in some countries 
despite the illegality of prostitution [44]. Even among 
advocates for groups vulnerable to HIV, consensus does 
not exist on the appropriate policy reforms; for exam- 
ple, will decriminalization of prostitution ease or en- 
hance exploitation of those involved [54]? Furthermore, 
some apparently tolerant societies find difficulty in tak- 
ing actions that may impinge on individual rights and 
choices. This is especially true when the HIV preven- 
tion agenda has become intertwined with broader social 
agenda and issues of individuals’ rights. For a long time, 


cities like San Francisco and Amsterdam debated closing 


gay bath houses, as does Toronto now. On one hand, it 
was argued that such an action would reduce possibilities 
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of unprotected multiple partner sex. O 

however, that bath houses offered a Leip inate 
for HIV prevention and that closing them would simpl 

drive the behaviour underground, away from the nak 
of public health [58]. Similar actions have been more 
easily taken in other public-health domains, where the 
perceived benefit for the common good has been be- 
lieved to supersede the potential limitations to the rights 
of individuals. Although none dealt with such a personal 
issue as sexual behaviour, the addition of fluoride to wa- 
ter, the requirement that passengers in cars wear seat belts 
and the proscription on smoking in public places are 
all public-health regulations that engendered controversy 
when they were first introduced but are now accepted. 


Policies and their enforcement can vary between com- 
inunities [18]. Unlike the experience of countries such 
as The Netherlands where policy on HIV prevention 
has been fairly liberal, decision makers in most countries 
remain cautious. Often, national policy has been tailored 
to the local needs [59]. Harm reduction, for example, has 
a goal of reducing the negative consequences of drug 
use, including HIV infection. The provision of clean 
injecting equipment to drug users, as well as informa- 
tion on how to continue to inject more safely, is one 
of these controversial approaches that are often pursued 
at the local level despite prohibitive national policy [60]. 
Unable to reach national consensus, the introduction of 
needle-exchange programmes was left to local decision 
makers. 


Accepting the priority of HIV prevention over that of 
drug-use control is essential in adopting an integrated 
approach to HIV risk reduction. Evidence has shown 
that early action to make sterile injection equipment 
available is one of the key factors in maintaining stable 
low seroprevalence of HIV among injecting drug users 
[61]. Examples from several countries demonstrate the 
possibility of adopting such an integrated policy, where 
public health and law enforcement work together flexi- 


bly to meet both the needs of drug control and HIV. 


prevention [62]. An experiment in tolerant policy on 
drug use in Zurich is a case in point. Designed at least 
in part with HIV prevention in mind, the policy created 
a zone of tolerance for drug use in the centre of the 
city, bringing the risk behaviour into the open where 
needle distribution and HIV prevennon could be “ie 
moted. The policy may have in fact been successful in 
preventing HIV transmission but it had the unforeseen 


consequence of attracting large numbers of drug users 


from other cities and countries (63). For that reason, the 


d has been replaced 
licy has now been discontinued an é : 
cae by an expansion of an existing medically-super 
vised prescription heroin experiment (64). ; 
In the area of prostitution, an example of the a 
of national regulation exists. Brothel owners 1n 


‘ -onl 
have been encouraged to implement ne “on oreo 
brothel’ policy [65]. This policy i aeapei blishments by 
of all clients visiting commercial sex CS fee 
mandating condom use. This has been one 


; — 


tors believed to be responsible for substantial increases in 
condom use in commercial sex and substantial decreases 
in STD seen in recent years (Fig. 2) (66). 
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Fig. 2. Reported sexually transmitted disease (STD) cases (to- 
tal and male) and estimated condom use in commercial sex, 
Thailand 1985-1993 (66). 


Aside from national policy, attempts have also been made 
in specific communities to modify contexts which en- 
courage risky sexual practices. In many African coun- 
tries, initiation rites and funeral ceremonies may include 
multiple partner sex [67-69]. Most efforts to address this 
have targeted local officials and opinion leaders. Both 
in Zambia and Uganda, HIV prevention depended on 
religious leaders and village elders taking action to mod- 
ify sexual practices associatec with funeral ceremonies. 
Culturally acceptable alternatives to these risky practices 
were found and promoted (70]. Another approach is the 
development of alternative social venues for homosexual 
men, as was tried in American city, offering activities 
through which it was possible for men to meet without 
the sexual overtones of the gay bar [71]. Objections by 
a local politician to the use of government funds for 
this project led to its early discontinuation. In another 
example from Hong Kong, a ‘safe sex’ brothel was estab- 
lished to serve the needs of the local expatriate business 
community. This brothel, managed by social workers, 
reputedly provided its services without risk of STD or 
HIV before questions raised in the local press led to its 
closure [72]. In Viet Nam, many drug users get their 
heroin injected by ‘community injectors’ [41]. As nu- 
merous persons are injected with the same equipment, 
the potential for rapid transmission is clear. However, 
these same community injectors can also promote safer 
injecting practices. 


Modifications of local practices, such as those listed 
above, can be promising avenues for HIV prevention. 
Together with national policy change, these structural 
interventions are a powerful addition to, not a replace- 
ment for, the more standard HIV/AIDS prevention ap- 
proaches recommended. As we have seen in some of 
the examples, however, careful preparation and consen- 
sus building are necessary to assure the implementation 
and continuation of these approaches. 
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Conclusion 


To date, AIDS prevention efforts around the world can 
be characterized as being too little, too late and too nar- 
row. While countries are being exhorted and assisted to 
move quickly and with intensity on HIV prevention, the 
range of actions proposed is still narrow. As yet, AIDS 
prevengion efforts have had limited experience with ef- 
forts that aim to modify the context of risk-taking or 
to go beyond debates on how to reinforce prevention 
efforts. It is, therefore, urgent to broaden the range of 
prevention options through innovative approaches ad- 
dressing the context of risk. 


How can this be interpreted into practical recommen- 
dations? On the broader level, international agencies are 
pursuing a policy of integrating HIV prevention into 
development programmes and allocating resources to re- 
structure health services [73]. This is part of a long-term 
strategy which aims to. reduce the potential for HIV 
transmission as well as to decrease the general health, 
social and economic burden of the epidemic. On the 
community level, there are some examples of initiatives 
undertaken by non-governmental or governmental or- 
ganizations to support education, occupational training 
or other activities for those who are potentially vulner- 
able to HIV. Questions persist on the impact of these 
efforts on the AIDS epidemic, however. The discrep- 
ancy between the rapid pace of the AIDS epidemic and 
the much slower pace of the fundamental social change 
and development proposed casts doubt on whether these 
approaches can be effective quickly enough. 


It is evident that no single approach for behaviour 
change, no matter how carefully or elaborately designed, 
will fit all individuals or population groups. However, 
a selection of intervention approaches tailored to spe- 
cific determinants of risk can be developed [28]. The 
introduction of enabling approaches in HIV prevention 
is necessary. In all cases, this will involve lobbying for po- 
litical support and policy changes. Long-term approaches 
will be essential to curb the further development of the 
epidemic [30], but, more immediately, possibilities do 
exist to promote a more pragmatic approach to address- 
ing the determinants of HIV risk. 


Yet challenges exist in pursuing a prevention strategy 
that includes enabling approaches. First is the challenge 
of understanding situations where risk occurs. It is es- 
sential to focus on the structures that may impede or 
facilitate risk avoidance, not just the individual deter- 
minants of risk behaviours. Second is the challenge of 
thinking more broadly and creatively about the inter- 
vention options that this understanding suggests might 
be needed. Third is the need to consult more widely 
than among the traditional providers of HIV preven- 
tion. Useful alliances with those outside public health, 
in particular in the domain of development, can pro- 
vide new input into intervention strategies. Fourth is 
the need to consider how enabling approaches can work 
with, not replace, behavioural interventions that focus 


PER 


on the individual. The final challenge relates to evalu- 
ation, including the need to demonstrate the feasibility 
of enabling approaches through flexible evaluation de- 
signs. Some AIDS reseatchers argue that existing be- 
havioural interventions have not been adequately eval- 
uated [74,75]. Evaluation is likely to be even more diffi- 
cult with enabling approaches, as standard evaluation de- 
signs might not be particularly useful. A comprehensive 
description of the situation and understanding of how 
the intervention works [76], paired with secondary in- 
dicators of behaviour change, are essential starting points 
in the evaluation of enabling approaches. 


In practice, numerous intervention programmes have de- 
veloped strategies involving improved access to condoms 
or the provision of adequate health services, particularly 
STD care, which are in themselves enabling of preven- 
tion and behaviour change. However, only a few have 
developed an enabling approach as the principle preven- 
tion strategy, despite the considerable evidence on the 
obstructive or facilitative role of social and environmental 
determinants. The development of such interventions is 
likely to require going beyond the realm of health edu- 
cation and intervention development as it has been cus- 
tomarily defined for HIV prevention. As we have shown, 
such attempts are common in other areas of public health 
and in keeping with the comprehensive definition of 
health promotion. The time to think creatively and more 
broadly about HIV prevention, to focus attention on the 
context of risk, and to draw ou examples from other 
areas of public health is upon us. 
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INTRODUCTION 


How is this guide organized? 


Part 1: 

Risk of HIV transmission in the health care setting. 
This section provides a general overview of the risk of HIV 
transmission in the health care setting. 


The HIV/AIDS pandemic has highlighted a number of public health 
problems, one of which is the transmission of bloodborne viruses in 
health care settings. Even if limited resources are available, simple 
infection control measures can be implemented to minimize this risk of 
transmission. Part 2: 


Prevention of HIV transmission in the health care setting. 
This section provides practical information on the principles of good 
infection control practice, which can be applied to different types of 
health care settings. 


The primary goal of any infection control policy for the prevention of 
HIV transmission in the health care setting is to prevent the spread 
from patient to health care worker, from health care worker to patient 
and from patient to patient. These infection control measures must be . 
practical to implement and enforce; they must be economically Part 3: 
feasible; and they should pose a minimat risk of adverse medical, 


Universal precautions: planning, policy and practice 
legal or social consequences for the patient, health care worker, or 


This section provides a step-by-step approach on how to set priorities, 


institution. establish policies and plan for supplies. It includes suggestions for 
: , Iculating requirements and ordering supplies. 
Who is the guide for? os 
This guide is written for health service supervisors responsible for the The principles for the prevention of transmission of HIV are the same 
implementation of effective infection control practices in health care as for hepatitis B and other bloodborne pathogens. However, this 
settings. guide focuses on preventing the transmission of HIV. It does not deal 
with issues related to possible transmission of bloodborne viruses 
What is the guide about? acquired through blood transfusion, nor the legal and ethical 


implications of an occupationally acquired infection. 
This guide provides: | 
This guide may supplement national guidelines already in use in 
@ a practical and simple approach to infection control in the care of health care settings. 
all patients, including those who may be infected with 
bloodborne viruses; 


@ advice on introducing and initiating a policy for universal 
precautions; 


@ information on how to set priorities and pian for supplies to 
implement universal precautions. 
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It is clear that exposure to blood presents the greatest risk to health While wearing gloves may reduce the risk of being infected by a 
personnel. needle-stick injury, it is very important to note that the use of gloves 
does not prevent sharps injuries or cuts. Therefore, efforts to prevent 

. Although the risk of infection following percutaneous exposure is real, HIV transmission from such accidents must focus first on preventing 
it is small. Indications are that the risk from a sharps injury with HIV- injury from needles and other sharp objects, and second on the safe 
positive blood will result in HIV infection ranges from 1 in 250 (0.4%) handling and disposal of these items. 
cases to 1 in 300 (0.3%) cases. A susceptible health care worker who 
is exposed to hepatitis B virus following a needle-stick injury has a 1.4 Transmission from health care worker to patient 
much higher risk of acquiring hepatitis B infection. However, a ee 
protection against hepatitis B virus disease can be offered through The majority of routine procedures in the health care setting present no 
vaccination (see the following table 1). risk of HIV transmission and the risk of transmission from HIV-infected 


health care workers to patients is remote. Provided health care 


; workers properly use the standard infection control measures, the 
Risk of transmission of bloodborne viruses to circumstances in which HIV could be transmitted to a patient are 
health care workers 


restricted to exposure-prone procedures, where an injury to the health 


care worker could cause his/her blood to enter the patient's tissues. 
Human immunodeficiency Virus (HIV) 


Percutaneous exposure 0.4% (low) HIV-infected health care workers should therefore avoid performing 

Mucocutaneous exposure 0.05% (lowest) exposure-prone procedures. They may perform other procedures 
which do not pose a risk of transmission to patients, where the hands 

Hepatitis B virus (HBV) | and fingertips of the worker are visible and outside the patient’s body 


Percutaneous exposure 9 — 30% (high) at all times, or where sharp instruments are not required, e.g. assisting 


3 in childbirth, internal examinations, taking blood and insertion of 
Hepatitis C virus (HCV) intravascular catheters. 
Percutaneous exposure 3 — 10% (moderate) 


In midwifery practice, normal vaginal delivery in itself is not an 
exposure-prone procedure. However, HIV-infected health care workers 
should avoid procedures involving the use of sharp instruments, since 


Very few cases of occupational HIV transmission have been reported the fingertips may not be visible at all times and the risk of injury to 
after exposure of mucous membranes (mouth and eyes) or broken skin oa: the worker is greater. Instrumental delivery requiring infiltration of 

to infected blood. The risk of acquiring HIV infection by this route is local anaesthetic or internal suturing presents the same increased risk 
much lower than the risk from percutaneous exposure, and work- of transmission. 

related HIV infection is believed to be uncommon. Nevertheless, 

continuing efforts must be made to minimize ~ ay possible transmission A health care worker with HIV infection who dees not 

from patient to health care worker. perform exposure-prone procedures does not pose any 


risk to patients, provided that the worker complies with 
universal precautions. 
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2.2 Safe handling and disposal of sharps 


The greatest risk of bloodborne pathogen transmission in health care 
settings is through percutaneous exposure. Efforts to prevent 
transmission must focus on preventing injury from contaminated sharp 
instruments by encouraging safe handling and disposal of sharps. 
Most sharps injuries associated with HIV transmission involve deep 
injuries with hollow-bore needles. These injuries frequently occur when 
needles are recapped, cleaned, disposed of, or inappropriately 
discarded, e.g. used needles left on trolleys or beds. 


Single-handed capping 


f 
7 


Recapping needles is sometimes unavoidable, and in this case the 
single handed scoop method should be utilized. Recapping a needle 
with two hands increases the likelihood of sustaining a sharps injury. 
To recap a needle, using a single hand: 


(a) Place needle cap on a hard flat 
surface and remove hand; \ } 


(b) | With one hand, hold syringe and 
use needle to scoop up the cap; 
(c) | When the cap completely 
covers the needle, use the other 
hand to place cap firmly on the ‘ D 
needle hub. 


10 World Health Organization 
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All sharps should be handled with extreme care at all times and their 
use should be kept to the minimum. Puncture-resistant disposal 
containers must be available for the disposal of sharps and must be 
located as close to the point of use as possible. Sharps disposal 
containers can be made of easily available objects, e.g. a tin with a 
lid, a thick plastic bottle, or a heavy cardboard box. 


Syringe incinerator boxes are boxes that protect the health 
worker from contaminated equipment. Used plastic syringes and 
needles must be placed carefully in the boxes, which are then burned. 
Alternatively, the boxes can be used to transport used equipment to an 
incinerator. 


Sharps containers are often overfilled, with sharps sticking out from 
the top. In order to reduce risk of transmission when discarding 
disposable sharps, health personnel should always: 


empty sharps containers when three-quarters full; 
M@ wear heavy-duty gloves when transporting sharps containers; 


M incinerate used equipment at a sufficient temperature to melt the 
needles; 


™ bury the sharps container after incineration. 


See also the following box. 
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2.3 Safe decontamination of instruments and other Heavy-duty gloves should be worn for cleaning instruments to reduce 
contaminated equipment the risk of injury. If splashing of body fluid is likely, additional 
protective clothing should be worn, e.g. plastic aprons and protective 
As HIV can be transmitted via needles, syringes and other equipment spectacles. 
contaminated with body fluids, these items should be cleaned and Se 
sterilized, or appropriately disinfected before each use. The method of Sterilization 


decontamination for instruments and equipment depends on what they 
are used for and the associated level of risk of transmission (see the 
table below). : 


All forms of sterilization will destroy HIV and hepatitis B and C viruses. 
The recommended methods of sterilization are described in the table 
below. | 


Selecting the method of decontamination 


Siccrineiidiad methods of sterilization 


Level of risk yg Decontamination method 


* Steam under pressure (e.g. autoclave, pressure cooker} 
Required pressure: > 15 psi (101 kPa) 


Instruments which Sterilization 
peaeran the skin/ sols user Temperature Time 
Y B 113% 30 minutes 
| be fe 1 inut 
Moderate — Instruments which Sterilization , ? eee 
; Boili 126°C 10 minutes 
come into contac oiling 134°C Fp Ae te, 


with mucous Chemical disinfection 
membranes or 


non-intact skin 


* Dry heat (e.g. electric oven) 


Temperature Time 


Equipment which Thorough washing | 


160°C 120 minutes 
rt into cei iVOCT 60 minutes 
with intact skin 180°C 30 minutes 


Efficient cleaning with detergent and hot water removes a high 
proportion of any microorganisms present. All equipment should be 
dismantled for thorough cleansing. 


Instruments that are unwrapped for sterilization quickly become 
contaminated with microorganisms on removal from the autoclave. 
Consequently, these instruments should either be used immediately 
following sterilization or stored in clean, dry conditions and re- 
sterilized when required for an invasive procedure. 
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Under ideal circumstances, hands should be washed at a basin with 
running water. However, handwashing, using a bow! of water and 
soap is still effective. If a re-usable towel is used to dry the hands, then 
it should be washed regularly. 


Selection of protective clothing 


Type of exposure Protective clothing Examples 
required 

HIV cannot pass through intact skin, but it is possible for infection to f aa 

be-acquired when blood is in contact with damaged skin. Hands Low risk of contact gloves helpful injections, minor 

should therefore be washed immediately if they become contaminated with small amount but not essential | wounds 


with body fluids. Cuts, abrasions or other damaged skin should be 


covered with a waterproof material while working in clinical areas. Contact with blood * gloves vaginal 
Since gloves often have invisible tears, hands should always be probable, splashing * apron may be examinations, 
washed once gloves have been removed. unlikely . necessary fo insertion or 
/ protect clothing removal of 
2.5 Use of protective barriers intravenous 
cannula, handling 
Protective clothing should be worn where exposure to significant laboratory 


specimens, large 
open wounds, 
venepuncture, spills 


of blood 


amounts of blood is anticipated. The protection selected will depend 
on the type of exposure anticipated. Where supplies of protective 
clothing are limited, priority should be given to procedures involving a 
high risk of exposure to blood. See also the following table. 


Contact with blood * gloves major surgical 
probable, splashing * fluid resistant procedures, oral 
uncontrolled bleeding gown or apron surgery, vaginal 
likely * eye protection delivery 

* mask | 


Gloves 


For most patient contact, if the amount of blood is small enough to be 
completely contained by a gauze or cotton swab, gloves are not 
necessary. 
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2.7 Safe handling of specimens Part 3: 


af OO OES 


' UNIVERSAL PRECAUTIONS: 


The principles of universal precautions apply equally in laboratories 


and for specimen handling. All specimens should be treated as PLANNING, POLICY AND PRACTICE 


potentially infectious, and transported in leak-proof containers with the 


request form protected from contamination. All personnel who The use of universal precautions will minimize the risk of transmission 
transport specimens should know how to handle specimens safely and __ of HIV and other bloodborne pathogens. However, each health care 
should have a practical understanding of universal precautions. setting will vary in the level and type of risk, the available equipment 


and resources, and standards of practice. Health care workers tend to 
use universal precautions selectively and intermittently, and 
compliance with universal precautions is generally lower than is 
: acceptable or desirable. It is the responsibility of the manager or 
supervisor to ensure that there is: 


HM consistent and strict use of universal precautions; 


EH constant modification of work practices to assure optimum safety 
in the workplace; 


all equipment is safe and operational. 


3.1 Responsibility for universal precautions 


A broad participatory base is essential to achieve better levels of 
compliance and comprehension regarding universal precautions. Even 
smaller health units such as health centres should comply with 
universal precautions and should have a degree of responsibility and 
a sense of ownership regarding the unit policy. To introduce and 
support the use of a policy of universal precautions, it is helpful to 
establish a group of individuals who can represent the entire health 
facility. The group should meet regularly and more than once a year. 


This committee or group will be able to decide what the policy should 
be and how it should be implemented. These decisions may be 
influenced by practical issues, such as the available budget, 
equipment and personnel. 


59 | World Health Organization World Health Organization 23 | 


uoyoziuoBsC) YiJO8H P/HOM 


sz UOHOZ 1D biO YWOD9H PILOM 


"|SOD 

MO} 0 4D ood yBiy eaoy pjnoe si4s PUP ‘peonpes AyuoryiuBis 

s1 Aunlur yO4s-ajpeeu 4O 4S!1 OY) ‘ssquiojuo sdsnys Guronpodju! 

kg ‘peonpes AyuooisiuBis st suexsom @1D2 YyyJO@Y O} PUD sjuayod 

JOYJO Of SII OUy ‘uawdinbe peBowop JO pjo YIM Buisuedsip 

puo juawidinbe mau Buisnposju! so yons ‘uawidinbe 40 Ayajyos ayy 
Buisoeiou! Ag ‘pasn ABojouyrs4 ous Jo Ayapos Oy OSD919U] (1) 


“SUOISSNISIP asayy JO SWOINO a4j {99494 PjNOYS Aayod ayy “ajqisoay 
JSOW $1 PUD SO jsD9} “jOdw! jseyooiB aany 0} Buro6 si ABajoys | , -yoodusy puo Ayijiqisbey ‘SOD Ut JO}1P Aeuy puo 
UOYDNPSs ySIs JOYM PUD “SL JO [PAB] S14) JO @SNDD By S! JOUM ‘Ay!o04 UOISSIWSUD4} JO S¥St Buronpe 404 soiBajoys jUseyIP 214j G10 S404] 
H@Uy Ul YSU SOW 4D $1 OYM SSNISIP Of PEeU aayiuuwo> Jo dnosB A21;0d 


Dey Oo iG, bea ae Ee 


ayj “eQuepiAe puNos UO pesog sassecoid Aiojodioipiod jo {no saajoAe | saibaypajs UClpNped sty °c 
juawayoys A>1jod poob v “Ayusouid 240} Oj 210 soiBajyoys UOYDNPes 

ysl yoy puDd ‘sauDIDyaUEq Aiowid ayy eq 0} 210 OY ‘Bulyas 10M | ‘sBuiyas 2102 YDeY Su U! PUNOY eq 
ayy Ul 2q Of BJD suoynodeid |DSJSAIUN jupyodwi! Moy jnogD snsuasuod | Of SySIJ YJ BJDD!PU! Ajayonbapo pynoys ing @Bn} 40 pajD>1\dwo> oq jou 
so yuowees6o Buiaaiyoo seajoau! puo ‘UOHID JO BSINOD D jNOGD paau asey| {NO pals aq Oo} pesu sadyj90Jd steyy pud ssQUuoNyoosd 
juaweypys josaueB D Ayjonsn s! Aayjod wy “DeJD jD>1UI]9 JO juawyodep JO skeains ‘as0jasey4] "sasNsodxe jo Anuenbe.y pud sesno> ‘sadAy ayy jO 
D 104 sainpeddoid Burysijqnjse wouy {U2J94)!P S! Aoyod Buiyas ainjoid ajqnijerun Alaa D BADY UAYO sseBouoDW ad1AJes pud ssosiAsedns 
| jou suDeU! SIY] “SUOSDO! jO AjaisDA DO JO} einsodxe podessepun 
A>1jod Bulyes vec Ayuanbe.y $JOYJOM O1D2 YIJDEY JOYS UMOUY SI }] “SIBYIOM B1DD YjO@Y 


ka payodas sjuapiou! ainsodxe uo duis Ajes JoUUDD JUBWSSESSD YS! 
“s{S02 pajo120sso pun joodui! aAyoje nile epee Ajduiis Ajed 4 ‘ 4S!y 


ayy JO UOYOJPISUOD ajonbepo JNOUJIM ABs siyjy UO SNIO} 

suoyOs!uDBJO PUD SUOIN4SU! Auny ‘uolssiwsudJ Aj} JO 4S! a4) 

Buisnpei uo joodu! jsD9j ayy BADY ||! uo1jp9j01d JO [OAR] sIyy JO 
uoyonpoyur ey; “yuawdinbe uoypajoid jouosied epiacid (¢) 


‘(¢ xeuuy ees} suOINDDaId |OSJOAIUN 

JO} pepuewwore, sao puDpuDjs BA By) UO PESO s{s}j>e4? 
ajduiis Buisn euop 6g UD? Sq} “S}OAISjUI ipjnBai yo pajpeda, pun ‘jno 
palo eq pynoys a@inpacoid jUaWIssessD SII }O PUly SWOS “sjueyod 


“YSU puo jyO4s JI@Uj JO} ysis jo SD3JD SNOLIDA OU} jo BJOMD 3G ysnw sosiasedns 
Buronpay uo jooduy! uDy!UBIs ADY UDD PUD *4SO2 D1jXo BAJOAU! ass J0/pud J@Bouow Y>03 “DSI JOWWOJUN UD © Bupyom 10 paul 240 
jou peau seoy201d som Bulyjosju07 -seayo0id som peaoiduit Joys UByM puD ajonbapou! JO Buryon] si uoisiasedns ueym ‘ajonbepou! 
ul 4jnseu puo ‘yyonb ul perosdus puo Ayyuonb ul pasoasout JD sjaae] Buiyojs ueyM saliniul Of B]GD1| SJOW OS|D BJD SIOxIOM 
aq uno uolsisedng “wnuuiw 0 of enByDy pud ssou)s jouoyodno20 2109 YyIDE}{ “ensodxe 1944 OS}O ING S|SA2| [IPS JOOyDOId sayy @sD919U! 
daay 04 Ay un> ssosimedns ‘s9AaMO} *O.44U0S sADM|D JOUUDS os so Bulssijo satinlut yo Asuenbey puo edAy oy Yim ‘anualiedxe 
suosiasadns yoiym ‘selnueBsewe JO ‘POO| 8S02 ‘Kop jO ew SO puo Buruiod) Yod Oo} pe}o|e4 Ayuenbady a10 salin|ut 4O4S-3|PeeN 
yons jUaWIE[a [OUOYONYIS O OS|D S$} B194| “SIOYJO UDYY S11 jouosied “‘S@Aj@SWAYY PUD S{UBYOA Of UO!SS|WSUOI A|H 4 S12 4 eei6ep ay 
1910018 0} $1840 2102 YJDeY aWOs asodxe puD Ajsnopuswiey joayo AyuoryiuBis $1ax10M B02 YOO JO SedyoDId Oyj JOY) 108)> St 4| eS 
Aipa saoyaosd OA, “pesn juowdinbe ey jo Ajayos ey Buispesdu! 
UDUJ ABIYDD Of JNDIYIP GOW S! S14] ‘seoyonad 410M joo) (Z) yuouissassD xSIy JE 


einstein ee SA 


SOuIIODy YJO@Y U! UOISS/WSUOY A]H Buyjuaaaid oj apingy 


Guide to preventing HIV transmission in health facilities | Guide to preventing HIV transmission in health facilities 
Bese AO So Seaiehinabilt eh ialdlb lant. tay Note cade watiet. Ania. EE 


The following is a sample of a workplace policy statement on HIV Examples of setting priorities 


transmission in the health care setting. 


The following examples illustrate what different supervisors considered 
important when setting priorities for the implementation of universal 


Risks related to patientto-patient transmission will receive the precautions in different departments. 


highest priority. Strong emphasis on infection control practices 
in all staff appraisal. Staff who are HIV-positive should 
voluntarily avoid exposure-prone invasive procedures. Records 
on exposures will be introduced and reporting of accidents will 
be compulsory and confidential. Infection control will be a part 
of the continuing education programme for all staff. All staff are 


Example: Universal precautions in a busy maternity unit 


The unit conducts 200 deliveries on average each month. A risk 
assessment revealed the following results: 75% of midwives in the 
survey reported at least one needle-stick injury in the last month; only 
encouraged to work with the infection control committee to 15% of midwives had voluntarily reported any exposure, and those 
achieve greater workplace safely. were all mucocutaneous splashes to the eye; there is no light source 
) / for suturing. As midwives/birth attendants have significant contact 
) with blood and perform exposure-prone procedures, this department 
gives high priority to the provision of personal protective equipment to 
implement universal precautions. The supervisor decides that they 
need enough gloves to use for suturing, soap and water for 
| handwashing, eye protection and an appropriate light source for 
suturing and a review of routine use of episiotomy. She discusses 
ways of implementing this with the staff. The staff are requested to 
record details of any needle-stick injury over a one-month period, 
when the supervisor will return to discuss their injuries, study their 
work practices, and decide how to change them. 


Policy statements need to be regularly reviewed and updated in the 
light of advances in research, changing circumstances and new 
technologies. Policies that are out of date can hinder high standards 
of infection control, and can increase the risk of HIV transmission in 
the health care setting. 


3.5 Setting priorities 


it is not always possible to fully implement universal precautions; 

therefore those precautions intended to protect the greatest number of 

patients from the greatest risk of infection should take priority. 
Priorities should be based on the estimated level of risk, and the | 
estimated impact of any risk reduction strategy. The greatest risk of 
HIV transmission is from patient to patient, and measures that reduce 
that risk should take priority. Patient to health care workers offers the 
next most significant risk, and therefore should be the next priority. 


Example: Universal precautions in an immunization clinic 


. On average, 30 infants and children are immunized each session. 

There are two health staff relying on boiling re-usable instruments. The 

3 main risk of infection in this clinic appears to be through the use of 
re-usable needles and syringes. The supervisor gives priority to 
improving disinfection and sterilization practices through the purchase 
of a new pressure cooker type sterilizer. 


6, | World Health Organization World Health Organization 57 | 
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Number of dental procedures per session per month 
multiplied by one pair of gloves for each procedure equals 
the total number of gloves needed per month (+ 10% for 
emergencies): 24x 8x 1 = 192+19.2=211. 


Number of dental sessions per month multiplied by one 

_ plastic apron for each session equals the total number of 
plastic aprons needed per month (+ 10% for 
emergencies): 24 x 1 = 24 + 2.4 = 27. 


Number of dental sessions per month multiplied by one 
face mask for each session equals the total number of 
masks needed per month (+ 10% for‘emergencies): 24 x | 
=244+24=27. 


Number of dentists and dental assistants in the department 
multiplied by two sets of eye protection (e.g. eye shields) 
for each equals the total number of eye protection devices 
needed per year: 3 x 2 = 6. 


Example 2: A maternity department 


The committee has decided that a minimum of two pairs of gloves 
should be available for each normal delivery. This allows for one pair 
for vaginal examination and a second pair for delivery of the infant 
and removal of the placenta. Midwives need a clean apron for each 
delivery, but these can be cleaned and re-used. and last approximately 


6 deliveries. Eye shields and masks need to be available in each 
delivery room. 


The minimum requirement for protective clothing can then be 
calculated using the following information: 


30 | World Health Organization 


Number of deliveries each year multiplied by two pairs of 


gloves equals the total number of gloves needed for each 
year: 500 x 2 = 1000. 


Number of delivery rooms multiplied by two pairs of eye 
protection devices (e.g. eye shields) equals the total 
number of eye shields needed for each year: 3 x 2 = 6. 


Number of deliveries each year divided by six equals the 
total number of aprons needed for each year (+ 10% for 
emergencies): 500 + 6 = 84 + 8 = 92. 


Supply-driven model 


Provision of supplies may be determined by annual budget figures 
which set a maximum ceiling on what can be spent on necessary 
supplies for implementing universal precautions. Alternatively, an 
institution or facility may issue certain supplies on the basis of bed 
capacity or population size in the district, or percentage of the total 
centre budget. It is necessary to select the priority precautions to be 
implemented, some of which may be low-cost or cost-free, such as 
provision of sharps containers, and allocate on the same basis as 
used when calculating demand. Continuous or repeated setting of 
priorities may be necessary. Where there is a problematic gap 
between available supplies and level of demand, supervisors and 
managers need to be innovative and creative in problem-solving. 
Increasing supplies is not always the solution to improving universal 
precautions and reducing risk. 


World Health Organization 31] 
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GLOSSARY 


Cleaning 


Disinfection 


Exposure-prone 
procedures 


Health care workers 


Inoculation 


Mucocutaneous 
exposure 


Policy 


World Health Organization 


The physical removal of most 
microorganisms and contamination, using 
detergent and water 


The inactivation of vegetative bacteria, 
viruses and fungi, but not spores 


Procedures where there is a risk that injury 
to the health care worker may result in the 
exposure of the patient's open tissues to the 
blood of the worker. For example, where 
the worker's hands may be in contact with 
sharp instruments, or sharp tissues (teeth, 
bone) inside a patient's open body cavity, 
wound or confined anatomical space (e.g., 
perineal repair), where the hands may not 
be completely visible at all times 


The people involved with providing health 
care services, including nurses, midwives, 
doctors, dentists, laboratory workers and 
others 


Injection of a substance through the skin 


Exposure of the mucous membranes (mouth 
and eyes) or non-intact (broken) skin to 


infected blood 


A written statement used to guide and 
determine present and future decisions 
about standard operating procedures 
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Definite parenteral exposure 


® Skin penetrating injury with a needle contaminated with blood or 


body fluid; 


Injection of blood/body fluid not included under “massive 
exposure’ ; 


- 


Laceration or similar wound which causes bleeding and is 
produced by an instrument that is visibly contaminated with blood 


or body fluid; 


Any direct inoculation with human immunodeficiency virus (HIV) 
tissue or material likely to contain HIV/hepatitis B virus (HBV) or 
hepatitis C virus (HCV) not included above — this refers to 
accidents in laboratory settings. 


Massive exposure 


@ Transfusion of blood; 


®@ Injection of large volume of blood/body fluids (>1ml); 


® Parenteral exposure to laboratory specimens containing high titre 


of virus. 


Adapted from American Nurses Association Position Statement on 


Post Exposure Programs in the Event of Occupational Exposure to 
HIV/HBV. Washington 1993. 
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Annex 2: 
EXAMPLE OF A STANDARD OPERATING 
PROCEDURE FOR SHARPS INJURIES 


SHARPS INJURIES OR EXPOSURE TO BLOOD 
AND BODY FLUID 


In case of injury with a used needle or other sharp or if bloody/body 
fluid is splashed into mouth, eyes or onto broken skin, carry out the 
following procedure. 


1. Needlepricks, cuts, bites or scratches. 


a) Encourage b) Wash thoroughly c) Cover with a 
bleeding by with soap and waterproof 
squeezing. water. dressing. 


\ 
\ \ 
2. Splashes to mouth women 
or eyes. Rinse > ~~ 
thoroughly with Wy é 
plenty of running water. = © lg anny 
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ADDITIONAL READING 
Standard 4 


Protective clothing is worn fo 
prevent exposure fo blood 


Detailed information about cleaning and sterilizing equipment is 


The following protective clothing is available in the following WHO publications: 


available for use by staff (depending on the 
clinical area and risk of exposure): 


EPI/PHW/84.2/Rev.1 (1987) “Immunization in Practice: A Guide for 


| Health Workers Who Give Vaccines, No. 2: Syringes, Needles and 


— Disposable gloves Sterilization” 


_~ Heavy-duty gloves 
— Masks 
Aprons 


WHO/ EP] Booklet CCXT/1/Rev. (1990) “How to Boil Needles and 
Syringes Properly” 


WHO AIDS Series 2, (2nd edition, 1989), “Guidelines on 
Sterilization and Disinfection Methods Effective against Human 
Immunodeficiency Virus (HIV)" 


Standard 5 | Waste disposed of safely 


a ee eee 


Evidence of deep burial or burning regularly 
No contaminated waste visible 


EPI Update 5, 1987. Sterilization Alert 
EP! Update 27, 1994. Safe Injection Practices 


HIV/AIDS Reference Library for Nurses, Vol. 3. Infection Control. 
WHO. Manila 1993. 
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INTRODUCTION 


; HIV-related tuberculosis (TB/HIV) is common in various populations, 
especially in sub-Saharan Africa and, increasingly, in Asia and South 
America. Many countries where tuberculosis is common have national 
tuberculosis control programmes. HIV infection increases the demands on 
these programmes, which are struggling to cope with the increased 
tuberculosis case load. The rise in tuberculosis suspects is putting a strain 
on diagnostic services. Extra-pulmonary and smear-negative pulmonary 
| tuberculosis cases, which are more difficult to diagnose, account for an 
, : increased proportion of total cases. There are more adverse drug 
| reactions. There is a higher morbidity and mortality, partly due to other, 
curable, HIV-related infections. The risk of tuberculosis recurrence is higher. 


The essential activities of tuberculosis control are the same even in 
p populations where HIV infection is common. The objectives of a 
tuberculosis control programme are to decrease morbidity, mortality and 
transmission of tuberculosis, while avoiding the emergence of drug 
| resistance. The WHO strategy is to provide short-course chemotherapy 
@ under direct observation to, at least, all identified smear-positive cases. 
The provision of shortcourse chemotherapy for tuberculosis patients is one 
of the most cost-effective of all health interventions. The aim is to achieve 
‘ global targets of 85% cure rate and 70% case detection rate. The impact! 
of HIV exposes any weaknesses in tuberculosis control programmes. 
The HIV epidemic heightens the need to focus on the identification and 


cure of infectious tuberculosis patients. 


This manual is mainly for doctors and other health professionals who 
work in district hospitals and health centres in high HIV and tuberculosis 
prevalence countries. At present, the biggest burden of TB/HIV is in 
sub-Saharan Africa, so this manual mainly deals with sub-Saharan Africa. 
However, we hope the manual will also be helpful in other parts of the 
world where the problem of TB/HIV is increasing. 


Facilities vary from hospital to hospital. In this manual we assume your 
hospital has a small laboratory and X-ray service. Even if you do not have 
these facilities, we hope that the manuol will still be useful. Health 
professionals who care for tuberculosis patients now need to know how to 
diagnose and treat tuberculosis and other HIV-related diseases. 
This manual will help you in this task. 
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extrapulmonary tuberculosis 
exudate 


false negative test result. . . . 


a iw ay ee ne OMe € ig se 


HV postive... . 220953 


HIV-related TB 
HIV status 
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HIV test 


a« 2 wa he SD Ott Eat A 


home care 


hypersensitivity reaction . 


inflammation of the fingers ; 
patient stopping treatment before completion 
way of overcoming hypersensitivity to a 
drug in a patient by gradual re-exposure fo 
the drug 

spread throughout the body to many 
different organs 

sleeping or inactive 

Directly Observed Therapy (supervisor watches 
patient to ensure the patient takes the tablets) 
painful, tender, red nodules over the front of 
the legs 

treatment for a certain condition without 
exact diagnostic confirmation by tests 
Expanded Programme on Immunisation 


_ tuberculosis outside the lungs 


fluid with a high protein content and 
inflammatory cells in an area of disease 

a test result which shows negative, when the 
true result is in fact positive 

Full Blood Count 

shines brightly under ultraviolet light 

an acute angle in the spine due to vertebral 
collapse from TB 

at the root of the lung 

the root of the lung 

Human Immunodeficiency Virus 

blood test shows absence of antibodies 
against HIV 

blood test shows presence of antibodies 
against HIV 

TB occurring in somebody infected with HIV 
whether a person is known to be HIV- 
positive or HIV-negative 

blood test for antibodies against HIV 


providing care for a patient in his home 
rather than in hospital 


.. . type of immunological reaction to even a 


small amour’ of a drug or other antigen, 
e.g. tuberculin 


(Ga 


im. injection. ....---+++ intramuscular injection 
jmmunosuppressant drugs. . . drugs which suppress normal immunity 
INCIDOEO cin dees the number of new cases of a disease in a 


inalinPaHOh,. <g «aia 0 és due 
initial resistonce.....--- 


population in a given time {usually one year) 
- thickening e.g. of the skin in o tuberculin lest 
resistance of Mycobacterium tuberculosis to 
anti-TB drugs in a TB patient who has never 
before received anti-TB drugs 


PANY sh ee og International Union Against TB and Lung 
Disease 

Meee thee, rie. aoe “_. , Jugular Venous Pressure 

ER en Ge er Kaposi's Sarcoma 

TES Ry aS mine here something that is there but not obvious 
(it can become obvious later) 

TO a ee an area of disease in the body 

[igeet REIT ek ep tas % Liver Function Tests 

WNC os Son of oe ere Mycobocterium Avium intraCellulare 
(one of the atypical mycobacteria} 

PAG) Pe Be Wee BR ee ag Mean Corpuscular Volume 

meningism .....+---++- presence of clinical features suggestive of 
meningitis, e.g. headache, neck-stiltness, 
positive Kernig’s sign 

mutant bacilli... ...----- bacilli which suddenly change genetically 
and become different from the rest of the 
population 

MUGHON oss. se eels a sudden genetic change, e.g. which results 
in a bacillus becoming drugresistant 

SCE) ee eee ee ee Non-Governmental Organisation 

NEVE Aa etae: Non-Steroidal Antitnflammatory Drug 

PUT ee Decree 6 eae ites Notional Tuberculosis Programme 


phlyctenular conjunctivitis . . 


an infection which “takes the opportunity” to 
cause disease when a person's immune 
defence is weak 

detection of TB cases by active testing 
(sputum smear] of TB suspects 

how a disease arises 

Pneumocystis carinii Pneumonia 


_ painful hypersensitivity reaction of the 


conjunctiva to primary tuberculosis infection, 
with inflammation and small red spots 
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Mycobacterium tuberculosis 

TB is a bacterial disease caused by Mycobacterium tuberculosis (and 
occasionally by Mycobacterium bovis and Mycobacterium africanum). 
These organisms are also known as tubercle bacilli (because they cause 
lesions called tubercles) or as acid-fast bacilli (AFB). VWWhen examining 
sputum containing tubercle bacilli stained with certain dyes under the 
microscope, the bacilli look red. This is because they are acid-fast {they 
have kept the dye even after washing with acid and alcohol). Tubercle 
bacilli can remain dormant in tissues and persist for many years. 


Transmission of infection 

Transmission occurs by airborne spread of infectious droplets. The source 
of infection is a person with TB of the lung who is coughing. TB of the 
lung is pulmonary TB (PTB). This person is usually sputum smearpositive 
(see Chapter 3). Coughing produces tiny infectious droplets (droplet 
nuclei). One cough can produce 3,000 droplet nuclei. Transmission 
generally occurs indoors, where droplet nuclei can stay in the air for a long 
time. Ventilation removes droplet nuclei. Direct sunlight quickly kills tubercle 
bacilli, but they can survive in the dark for several hours. Two factors 
determine an individual's risk of exposure: the concentration of droplet 
nuclei in contaminated air and the length of time he breathes that air. 


Risk of infection 

An individual's risk of infection depends on the extent of exposure fo 
droplet nuclei and his susceptibility to infection. The risk of infection of a 
susceptible individual is therefore high with close, prolonged, indoor 
exposure to G person with sputum smear-positive PTB. The risk of 
transmission of infection from a person with sputum smeor-negative PTB is 
low, and with extrapulmonary TB is even lower. 


Risk of progression of infection to disease. 
Once infected with M.tuberculosis, 0 person stays infected for many 
years, probably for life. The vast majority (90%) of people without HIV 
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previously had a primary infection. 


Postprimary TB usually affects the lungs but can involve any part of the 
body. The characteristic features of postprimary PTB are the following: 
extensive lung destruction with cavitation; positive sputum smear; upper 
‘lobe involvement: usually no intrathoracic lymphadenopathy. | 


PostT-PRIMARY TB 


PuuMonary TB 

e.g. cavities 

upper lobe infiltrates 
fibrosis 

progressive pneumonia 
endobronchial 


aA cLIENEICcAL 


EXTRA-PULMONARY TB 
COMMON LESS COMMON | 
Pleural effusion Empyema 


lymphadenopathy [usually cervical} Male genital tract 
lepididymitis, orchitis) 

Central nervous system 

[meningitis, cerebral tuberculoma} Female genital tract 

ltubo-ovarian, endometrium) 

Pericarditis — ess 

leHusion/constrictive} Kidney 


Gastrointestinal 
lileocaecal, peritoneal) 


Adrenal gland 


Skin 
Spine, other bone and joint 


PRACTICAL POINT . 
Post-primary infection with pulmonary disease 
usually occurs in adults, with posittve sputum 

smears. 


(lupus vulgaris, tuberculids, miliary) 
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Since the first description of AIDS in 1981, researchers have identified 2 
serotypes of HIV, the cause of AIDS. HIV-1 is the predominant serotype 
worldwide. HIV-2 occurs most commonly in Vest Africa. They both couse 
AIDS and the roules of transmission are the same. However, HIV-2 
transmission is slightly less easy and HIV-2 may cause slower progression 


to AIDS. 
RE an ay 

In 1995 worldwide there were about 17 million HIV-infected adults. An 
estimated 6 million adult and paediatric AIDS cases have occurred since 
the HIV pandemic began. Most of these cases of HIV and AIDS have 
been in sub-Saharan Africa and the Americos. There are now growing 
numbers in South East Asia. In some sub-Saharan African countries, HIV 
_seroprevalence in the general population aged over | 5 years is os high 
as 20%. 


a 


The main modes of transmission of HIV are through sexual intercourse, 
blood and from mother to infant. Worldwide the most important route of 
transmission is through sexual intercourse. In most low-income countries 
equal numbers of men and women are HIV-infected. Other sexually 
transmitted diseases (especially those causing genital ulcers) increase the 
tisk of HIV transmission. Bloodborne HIV transmission occurs through 
contaminated blood transfusion, injections with contaminated needles and 
syringes, and the. use of non-sterile skin-piercing instruments. About one 
third of children born to HIV-infected mothers are also HIV-infected. There 
isa small risk of HIV transmission through breastfeeding. However, in 
many low-income countries breastfeeding is still a safer alternative to 


bottlefeeding. 


There is no evidence that HIV transmission occurs through everyday 
contact, hugging or kissing, food or drink, or bites of mosquitoes or other 
insects. 
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TruBEeERcULOSIS AND Hiv 


disease and AIDS. Some HIV-infected individuals progress more quickly 
thon others to HIV-related disease and AIDS. The rate of progression 
depends on virus and host characteristics. Virus characteristics include 
serotype and strain: HIV-] and certain HIV strains may cause foster 
progression. Host characteristics which may cause faster progression 
include age less than 5 years, age more than 40 years, concurrent 
infections, and possibly genetic factors. 


Persistent generalised lymphadenopathy (PGL) 

This occurs in about one third of otherwise healthy HIV-infected people. 
The enlarged lymph nodes ore persistent, generalised, symmetrical, and 
nomender. 


Early immunosuppression 

As HIV infection progresses and immunity declines, patients become more 

_susceptible to infections. These include tuberculosis, septicaemia, 
pneumonia, and recurrent fungal infections of the skin and oropharynx. 
Patients may develop constitutional symptoms (unexplained fever and 
weight loss}, sometimes known as "AlDStelated complex” (ARC). Some — 
patients develop chronic diarrhoea with weight loss, often known as “slim 
disease”. 


Late immunosuppression 

Any infection that can occur with early immunosuppression can also occur 
with late immunosuppression. In addition, certain specific HIV-telated 
diseases occur predominantly with severe immunosuppression. These include 
certain opportunistic infections (e.g. cryplococcal meningitis) and certain 
tumours (e.g. Kaposi's sarcoma). At this late stage, the patient usually dies in 
less than 1-2 years. This late stage is sometimes known as “fulHblown AIDS". 


PRACTICAL POINT 


Tuberculosis can occur at any point in the course of 


progression of HIV infection. 


ews 0S 


AIDS is a term with on official definition used for epidemiological 
surveillance. This means that systematic reporting of AIDS cases is useful 


Ge 


ja} 2] 8 WHO case dofiultions for AIDS survelilance 


in helping to monitor the HIV pandemic and to plan public health | 
responses. The term AIDS is not useful for the clinical core of individual 
patients. In managing patients with HiV-+elated disease, the aim is to 
identity and treat whichever HIV-related diseases are present. 


The term AIDS is used for epidemiological 


surveillance, not for clinical care. 


ADULTS AND ADOLESCENTS 
WHO has recommended AIDS case definitions for use in adults and 
adolescents in countries with limited clinical and laboratory diagnostic” 
ocilities. The recommended case definition depends on whether HIV 
testing is available. One case definition is for use where HIV testing is not 
ovailable. The other case definition is for use where HIV testing is 
available. 


WHO case definition for AIDS surveillance where HIV 
testing is not available. 

The case definition for AIDS is fulfilled in the presence of at least 2 major 
signs and ot least | minor sign. 


Major signs 

e weight loss > 10% of body weight 

e chronic diarrhoea for more than 1 month 
° prolonged fever for more than 1 month 


Minor signs 

© persistent cough for more thon | monthe 

° generalised pruritic dermatitis - 

e history of herpes zoster 

© oropharyngeal candidiasis 

e chronic progressive or disseminated herpes simplex infection 
e generalised lymphadenopathy 


2 For patients with tuberculosis, persistent cough for more than | month 
should not be considered as minor sign. 
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PRACTICAL POINT 


ANN is the most powerful factor known to increase 
the risk of TB. 


. tuberculosis co-infection 


\ Compared to an individual who is not infected with HIV, an individual 
‘infected with HIV has a 10 times increased risk of developing TB. TB 
notifications have increased in populations where both HIV infection and 
M. tuberculosis infection are common, e.g. some parts of sub-Saharan 
Africa have seen a tripling in the number of notifications over the pas! 
decade. HIV seroprevalence in these TB patients is upto 70%. In sub- 

Sgharan Africa, one third or more of HIV-infected people may develop 1B.) 


’ 


/ 
The principles of TB contiol are the same even when there are many HIV/TB 


patients. However, in populations where HIV/TB is common, health services 
struggle to cope with the large and rising numbers of TB patients. | 7 


The consequences include the following: 
° over-diagnosis of sputum smear-negative PTB 
° under-diagnosis of sputum smear-positive PTB 
° inadequate supervision of anti-TB chemotherapy 
® low cure rates 
© high mortality rates during treatment 
* high default rates because of adverse drug reactions 
° high rates of TB recurrence 
© increased emergence of drug resistance 


Patterns of HIV-related TB 


As HIV infection progresses, CD4+ lymphocytes decline in number and 
function. The immune system is less able to prevent the growth and local 
spread of M. tuberculosis. Disseminated and extra-pulmonary disease is 
more common. 


Pulmonary TB m 


Even in HIV-infected patients, PTB is still the commonest form of TB.) 


KAR, 


iE ‘Fy impact of TB on HIV 


The presentation depends on the degree of immunosuppression. The table 
below shows how the clinical piclure, sputum smeor result and ches! Xray 
appearance often differ in early and late HIV infection. 
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often resembles 
| post-primary PTB 
ear result 


So Ea 


often infiltrates 
with no cavilies 


Extra-pulmonary TB 
The commonest forms are the following: lymphadenopathy, pleural 
effusion, pericardial disease, miliary disease, meningitis. 


(HIV-related TB in children 
As in adults, the natural history of TB ina child infected with HIV depends 


on the stage of HIV disease. Early in HIV infection, when immunity is 
good, the signs of TB are similar to those in a child without HIV infection. 
As HIV infection progresses and immunity declines, dissemination of TB 
becomes more common. Tuberculous meningitis, miliary tuberculosis, and 
widespread tuberculous lymphadenopathy occur. 


In an individual infected with HIV, the presence of other infections, 
including 1B, may allow HIV to multiply more quickly. This may result in 
more rapid progression of HIV infection and AIDS. 


SUGGESTIONS FOR FURTHER READING 
TUBERCULOSIS 
Crofton J, Horne N and Miller F. Clinical Tuberculosis. The MacMillan 
Press Limited. 1992. 
Davies PDO. Clinical Tuberculosis. Chapman and Hall Medical. 1994 
International Union Against! Tuberculosis and lung Disease Tuberculosis 
Guide For low Income Countries. pmi Verlagsgruppe. 3rd edition 
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EVEVED Stretesy forte control 


| To provide shortcourse chemotherapy under direct observation to, a! 
least, all identified smear-positive TB cases (the sources of infection). 


EIEIE] tescs ter tecnnl CSCS 


a} To cure 85% of new detected cases of sputum smearpositive PTB. 
A national TB programme which achieves at least an 85% cure rate in 
patients with sputum smearpositive PTB has the following impact on TB: 
i) TB prevalence and the rate of TB transmission both decrease immediately; 
ii) TB incidence decreases gradually; 
iii) there is less acquired drug resistance (which makes future treatment of 
TB easier and more affordable). 


f 
7 


b) To detect 70% of existing cases of sputum smear-positive PTB 

It is important to expand case-finding only when a national TB programme 
has achieved a high cure rate. A national TB programme which has a 
low cure rate makes the TB problem worse: 

i) there are more cases of sputum smearpositive PTB treatment failure; 

ii) transmission of acquired drug-resistance increases. 

A treatable epidemic becomes an untreatable epidemic. 


AN EFFECTIVE NTP HAS A HIGH CURE RA 
TE AND A 
OF AQUIRED DRUG RESISTANCE. calcite peas 


in the presence of a high cure rate, increased case detection of sputum 
smear-positive PTB cases will decrease TB transmission. 


|2| 2] -S TB control policy package 


The success of the WHO strategy depends on the implementation of a 5- 
point package: 


i) government commitment to a national TB programme; 

ii) case detection through “passive” casefinding (sputum smear 
microscopy for PTB suspects}; 

iii) short-course chemotherapy for all smear-positive PTB cases (under direct 
observation for, at least, the initial phas 2 of !reatment); 

iv) regular, uninterrupted supply of all essential anti-TB drugs; 

v] monitoring system for programme supervision and evaluation. 


[2 }2| Pa Key features of a national TB program 


i) NTP has a central unit. 


ii) NTP manvol. | 
iii) A recording and reporting system using standardised registers. 


iv) A training programme covering all aspects of the policy pockage. 

v) Microscopy services nationwide. 

vi) Treatment services integrated with existing health services, with priority 
for supervised short-course chemotherapy. 

vii) Regular supply of drugs and diagnostic materials. 

viii)Plan of supervision. 

ix) A project development p 
and responsibilities. 


lan, with details of budget, sources of funding 


22] PZ indicators to measure NTP progress in TE control. 


i) NTP manual (reflects government commitment). 
} The number of administrative areas in the country which are 


implementing the new TB control strategy. 


iii) The cure rate. : 
iv) The case detection rate. 
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DIRECTLY OBSERVED THERAPY 


What is directly observed therapy? 


To ensure the treatment cures the patient, we have to ensure patient 
adherence to the treatment. Patient adherence to short-course 
chemotherapy means the patient takes every dose of the recommended 
treatment regimen. It is difficult for a patient to adhere to anti-TB treatment 
for 8 months. It is difficult to predict which TB patients will adhere to self- 
administered treatment. Therefore one certain way to ensure patient 

ent is direct observation of therapy (DOT). This means 


adherence to treatm 
ches the patient swallowing his tablets. The NIP 


that a supervisor wat 
trains and monitors the supervisors. 


Directly observed therapy as close to the patient’s home 
as possible 

A TB patient is unlikely to adhere to treatment if he has far to go for 
treatment. One of the aims of a TB programme is to organise TB services 
so that the patient has TB treatment as close to home as possible..A TB 
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MEWORK FOR EFFECTIVE TUBERCULOSIS CONTROL 
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Over 90% of patients with spulum smearpositive PTB develop a cough 
soon after disease onset. However, cough is not specific to PTB. Cough is 
common in smokers and in patients, with acute upper or lower respiratory 
tract infection. Most acute respiratory infections resolve within 3 weeks. 
Therefore a patient with a cough for more than 3 weeks is a PTB suspect 
and must submit sputums for diagnostic microscopy. 


Patients with PTB may also have other symptoms. These may be 
respiratory or constitutional (general or systemic). 

Respiratory: haemoptysis, chest pain, breathlessness 
Constitutional: fever/night sweats, tiredness, loss of appetite 


Weight loss and fever are more common in HIV-positive PTB patients than 

in those who are HIV-negative. Conversely, cough,and haemoptysis are 

less common in HIV-positive PTB patients than in those who are HIV- 
negative. This is probably because there is less cavitation, inflammation 
and endobronchial irritation in HIV positive patients. 


Physical signs 
The physical signs in patients with PTB are non-specific. They do not help 
to distinguish PTB from other chest diseases. 


PRACTICAL POINT 


PTB suspects (patients with suggestive symptoms) 
must submit sputums for sputum smear microscopy. 


3} 1] -™ Diagnostic sputum smear microscopy 


| Collection of sputum samples 

: A PTB suspect should submit 3 sputum samples for microscopy. The 
chances of finding tubercle bacilli are greater with 3 sputum samples than 
with 2 samples or | sample. Secretions build up in the airways overnight. 
So an early morning sputum sample is more likely than a sample later in 
the day to contain tubercle bacilli. It may be difficult for an outpatient to 

| provide 3 early morning sputum samples. Therefore in practice an out 
patient usually provides sputum samples as follows: 


- 


day 1... sample 1. . Patien! provides an “on the spot” sample under 
supervision when he presents fo the health facility. 
Give the patient a sputum container fo loke home 
for an early morning sample the following morning. 


day 2... sample 2 . . Patient brings an early morning sample. 


... sample 3. . Patient provides another “on the spot” sample 
under supervision. 


If a patient can’t produce a sputum sample, a nurse OF physiotherapist 
may help him to give a good cough and bring up some sputum. An in 
patient can provide 3 early morning spulum samples under supervision in 


hospital. 


Terminology 
Mycobacteria are "acid- and alcoholfast bacilli” (AAFB}, often shortened to 


“acid-fast bacilli” (AFB). The waxy coat of mycobacteria retains an aniline 
dye (e.g. carbol fuchsin) even after decolourisation with acid and alcohol. 


Ziehl-Neelsen (Z-N) stain | 
This simple stain detects AFB. This is how to perform the Z-N stain: 


e fix the smear on the slide 
Vv 
© cover the fixed smear with carbol fuchsin for 3 minutes 
Vv 
e heat, rinse with tap water, and decolourise with acid-akohol for 3-5 seconds 
y 
© counter-stain with methylene blue for 30 seconds 
Vv 
e rinse again with tap water 
Vv 


¢ observe under the microscope 
(use the oil immersion lens (x1 00) and x6 or x8 eyepiece lens) 
The bacilli appear as red, beaded rods, 2-4 pm long and 0.2-0.5 pm wide. 


Fluorochrome stain 
This is a different stain for tubercle bacilli. A special fluorescent 


InN ADUET SI 


Vi 
Vi 
0 
- 
i 
& 
we 
= 
»] 
ie 
ies 
0 
“i 
“i 
) 
r 4 
0 
= 
6 


THE 


"gid 4°} uaxDysiW uUoIpUo? BD sDU 


ay asp? U! juayod ayy ssassD2y “]]> JD Gid addy you 


Akpw sapews winynds aayoBeu ¢ yim yoodsns Gid V 
INIOd IwolLoVvad 


al Aapucwjnd 3° sjsouboIp poysuezeg3!G v go 
*uOOJUBWNDOP U! sayOjS!W 
ajdwos jo BuijeqO| jD@JODU! 


juayOo JO yoNDOyyUap!S!W - = gJOUe SAYOISIUIWPO 


(UOYOAYOW jOOd) saws O} youjuayO ajonbapou! 
yoows BuiuiwOxe juads ow!) ajonbappu! © yoIDja1dsajU! JOOWS wnynds 


Buiwiojs Pu uoyosodasd JOBWS Ayno} 


jOaws JOJ ajdwios jO Buijdwos Mpoape rine 5 Buisse20/0 winjnds 


Ado2so1niw soaws 210}8q Bud} OO! paioys wnynds 
pasn saujojuo? wnjnds gjoudosddou! 

ajdwos ajonbepou! sapiaosd juayOo 

TWwWVXG walgOud JO 3dAL 


Cee yOIIa}}O2 wnjnds 


Ado rsosrius IDGUIS winynds'yo s4]Nse4 aaypbau asjpy fo SASNPD 


-kdorso131W winynds au4 yoodas pub 4/Nsed 
aayoBeu 3s{Dj D 4° Ayijiqissod ayy JO yuryy ‘(ADI-X 
ysay> UO SAYIAD? 2qO?| saddn uyimM juaypd pb ut “6re) 


aayobeu Aypaypedxeun si jNsed IDOWS winynds © }{ 
LINIOd Iw DdiLdVvad 


“SJOUS DAIONSIUIWPO jO asnO0IeG JO.“ SJDOWS 
wajqasd jo asnd224 aso 


Ayo juayod ayy yBnouy 
minds ayy jou; sYUDeW \jnseu anyoBeu 2s|0j 
ds yo syjNSa4 aayobeu as]D4 


wrynds Buyasds9}uU! JO ‘Buissaosd ‘Burjda\jo> UI S 
Aow siuj “Gid BAIISOD-JOOWS winds eADy SeOp 


yane aayoGeu St ||9S2) joows W 
Adorsouriws spas Winsn 


(swsiuDBs0-O/1W yaujO ‘squoyidioesd ‘ga211J00. POO! ‘B'a) |SO}-PI90 8/0 104} 
Pe OAUS Ad] JOOS JO OPIl> uy) JO UO! 


&) 


Lapis ays YO S@YDI0J98 Aq paulnje) Uiols pe: ‘Buimoyjoy ay) jo BsN02eq @sO 
Kow siu| “Qld anyisod.soaws Wwnynds @AOY Aoas you seop juayod ayy YBNOY 
UBAS BAIJISOG SI IINS@J JOOWS wininds auj jOu| SUD@W 1NSe) BAIISOD S|} 
Adorsossiw sDBWS uingnds yo s3jnse4 aAyisod as]DJ 


(sun; u) UOOWWO}U! pasoal2ep)} pasoai2ep Sage Pata AT " * * QJ@ABS 


Pisiec eeieRel AA ClIDS (So 56 ce pyjiw 
YVIWS WNLNdS JALUSOd JO GooHnsin ISIWOUUWODONNWWI 30 338930 


“Mojeg UMOUS SO ‘gsiwosJDWODOUNWUW! 


JO aeiBap ay uO puadep sjuaod AIH / 9 U! slo: Aiaytsod s00ws wands 
uolrajul AjH U! Adorsosriw winynds 


‘wands yO |W | jad juasaud swsiud8s0 QOO'O1 109 
JO GID aay) YOuM AAIpISOd $1 I[IDOQ a|DSQn| 10} Adodsosa1w JOBWS WAINDS 
Adorsosriul ADSUIS uingnds jo APAYISUSS 


“WwJO} jsonbe: 


wands ay) uo pud saysiBay AsojQ:0Q0} OY} ul saquinu a2ueseja: Aioj0:090| 
ay) YIM ajdwos wininds yooe jo ynsey ay! PsoDe ISNW OH ‘padsns gj 
yo0e WO) sajdwps wnnds ¢ ||O eulwoxe ysnw UdIDIUYDE} AJOJDIOQD] SY] 


wee 5 Lee = 
Bes fee 


Roe pee oe 


Sa. 


Fh Reman ate s 


(+2) “an Le PIP UOIssaWUI! to od 94 Pus Ol- 1 | 
agg Oe fakes) ace “Spjoy. vo!sselstl [1 O0LVEC. {= 8IV266.0, ‘s 
ee ae eee es vorssowuu! }O.O0| eI giv Oo | 7 | 
ORE OS ae PPS LoisiouiuIOOREES TEN OE | 
qaluod3a Lins3aa wyaws V NI Na3S Midvs JO B3IsWNN | 


‘Buyodas jo poujew PuDpuo}s By) SMOYS mMojag ajQo) ey) YOowWS y2de 

UO UBES I]1DDQ JO JEQuUINU BUI pyode! O} jUDYOdWI S! {! BOJSIO4] “AAl Dau! 
juayod puo Aanas @S02S!P S]>e|}j2 }DQWS OD U! USS 1]190Q yO JEQUINL SUL 
7 Buysodas aps 


“UIDIS N-Z a4) Bursn sudeuss SAIISOD UIDJS BWOIYDOJON| 

yoeyo-8) O} juDVOCWI! SI || ‘youoryiubow mo} JEpUN Ayyoind siDaws 

UDds O} ajqissod si I! JOU! S| POYIOW SI! yo @BoUDAPO 94] ‘punos6y209q 
yuop 0 ysuio60 mojjad 1yBugq e2seONyj 4}!909 94! ‘yIDISI@JUNED aN|q | 
auajAyjew D pud UONOSUNO|OIEp JOYOI|O-P!D0 JOY ‘auIWwOPOY)-sU!IWOJNO | 
~ MMUDIND DWNOUaUG S$! UIDIS BWOIYDOIONY ayy “AJOSSE2aU SI adossorW 


The table shows the differential diagnosis of PTB. 


Differential Diagnosis Re Pointers to the correct Diagn osis (aan 


congestive cardiac failure — symptoms of heart failure 

left ventricular failure (dyspnoea, orthopnoea, paroxysmal 
nocturnal dyspnoea, haemoptysis, oedema, 
epigastric discomfort from hepatic congestion) 
signs of heart failure 


asthma intermittent symptoms, generalised 
expiralory wheezes 
chronic obstructive risk factor (smoking), chronic symptoms, 
airways disease orominent dyspnoea, generalised wheezes 
bronchiectasis large amounts of purulent sputum 
bronchial carcinoma risk factor (smoking) 


f 
4 


other infections, e.g. 
bacterial pneumonia __ response to antibiotic 


lung abscess abscess with fluid level on chest X-ray 
Pneumocystis carinii dyspnoea prominent 
PRACTICAL POINT 


if a patient is breathless, has continuing 
haemoptyses, and has negative sputum smears, 
listen carefully for a low-pitched, rumbling, mid- 
diastolic murmur in case he has mitral stenosis 
with pulmonary oedema. 


3 ]4] +3 Chest X-rays in diagnosis 


INDICATIONS FOR CHEST X-RAY 


Positive sputum smear 

The first screening test for PTB suspects is sputum smear microscopy. In 
most cases of sputum smear-positive PTB a chest X-ray is un-necessary. In 
those few cases of sputum smear-positive PTB when a chest X-ray is 
necessary, the indications are as follows: 


ey 


a) suspected complications in the breathless patient, needing specific 
treatment, e.g. pneumothorax, (pericardial effusion or pleural effusion - 
positive sputum smeor is rare}; 

b) frequent or severe haemootysis (to exclude bronchiectasis or aspergilloma); 

c}) only ] sputum smear positive out of 3 {in this case, an abnormal chest 
Xray is a necessary additional criterion for the diagnosis of sputum 
smear-positive PTB). 


Negative sputum smears 

Re-assess the patient who continues to cough despite a course of broad 
spectrum antibiotic, and who has had 3 negative sputum smears. It is often 
worthwhile repeating the sputum smears after 2 weeks. If you still suspect 
TB despite negative sputum smears, the patient needs a chest Xray. 


CIE 3 Patterns of disease in PTB 


PRACTICAL POINT 


No chest X-ray pattern is absolutely typical of PTB. 


The table shows the socalled “classical” and “atypical” patierns. The 
classical pattern is more commonri in HIV-negative patients. The atypical 
pattern is more common in HIV positive-patients. 


CLASSICAL PATTERN ATYPICAL PATTERN 

upper lobe infiltrates interstitial infiltrates 
bilateral infiltrates (especially lower zones} 
cavilation no cavitation 

pulmonary fibrosis and shrinkage no abnormalities 


PRACTICAL POINT 


Chest X-ray changes in TB/HIV patients reflect the 
degree of immunocompromise. In mild 
immunocompromise, the appearance is often 
classical (with cavitation and upper lobe 
infiltrates). In severe immunocompromise, the 
appearance is often atypical. 
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Clinical and chest X-ray features of PCP in contrast with TB 


Ses Typical of PCP RES Typical of TB 


SYMPTOMS dry cough produclive cough 

sputum mucoid if any purulent! sputum 

dyspnoea pleuritic chest pain, haemoptysis 
SIGNS normal signs of consolidation 


4 


fine inspiratory crackles _ signs of pleural effusion 


| CHEST X-RAY bilateral diffuse lobar consolidation 
interstitial shadowing cavitation 
normal pleural effusion 


intrathoracic lymphadenopathy 


The délinitive diagnosis of PCP rests on finding the cysts in induced 
sputum, broncho-alveolar lavage or biopsy specimens. These 
investigations are often unavailable in district hospitals. The diagnosis 
therefore depends on the clinical and chest X-ray features, exclusion of TB 
and response to a trial of high-dose cotrimoxazole. 


RE 


I 


Other conditions 


| Two other rare conditions are cryptococcosis and nocardiosis. They may 

| present ina similar way to TB. The diagnosis of pulmonary cryptococcosis 

| fests on finding the fungal spores in sputum smears. Nocardiosis may be 
particularly difficult to differentiate from TB. The ches! Xray often shows 

upper lobe, cavitary infillrates. The organism may also stain weakly acid: 

fast. Associated softtissue and brain abscesses raise clinical suspicion. 


| The diagnosis rests on linding beaded and branching Gram posilive 1ods 
' On sputum smecat. 


EE] extraputmonary TB 


| The common forms of extrapulmonary TB associated with HIV are the 


| meningitis. 


| Patients usually present with constitutional features (fever, night sweats, 


weight loss} and local features related to the site of disease. The locol 
features related to the site of disease are similar in adults and children. 


/3| 2] hl Diagnostic approach 


| Extrapulmonary TB is common in HIV-positive patients. Many patients with 
extiapulmonary TB also hove corexisien! pulmonary TB. 


PRACTICAL POINT 


If a patient has extrapulmonary TB, look for 
pulmonary TB. Send sputum samples for AFBs and, 
if sputum AFBs are negative, do a chest X-ray. 


Definitive diagnosis of extrapulmonary TB is often difficult. Diagnosis may 
be presumplive, provided you can exclude other conditions. The degree 
of certainty of diagnosis depends on the availability of diagnostic tools, 
e.g. specialised Xrays, biopsy procedures. 


r3| 2] PY Tuberculous lymphadenopathy 


Regardless of HIV status, the lymph nodes most commonly involved are the 
cervical nodes. The usual course of lymph node disease is os follows: 


Sa Ra Ss BORE bir Ye 
fen’ alienation V8 skin breakdown 
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dy 


PRACTICAL POINT 
In severe immunocompromise, tuberculous 


iymphadenopathy may be acute and resemble 
acute pyogenic lymphadenitis. 


The differential diagnosis of tuberculous lymphadenopathy includes the 
following: persistent generalised lymphadenopathy (PG), lymphoma, 
Kaposi's sarcoma, carcinomatous metastases, sarcoid, drug reactions 
(e.g. phenytoin). 


Persistent generalised lymphadenopathy (PGL) 
PGL is a feature of HIV infection which develops in up to SO% of HIV 


‘nfected individuals. There is no specific treatment. The diagnostic criteria 
for PGL are as follows: 
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Approach to diagnosis 

The presentation is usually with constitutional and local features. 
Microscopy of the aspirate from tuberculous serous effusions rarely shows 
AFBs because the fluid forms as an inflammatory reaction to TB lesions in 
the serous membrane. TB culture, even if available; is of no immediate 
help. A culture result usually takes 46 weeks. The white cell content is 
variable, usually with predominant lymphocytes and monocytes. The 
aspirate is an exudate i.e. protein conten! is more than 30 g/l). 


PRACTICAL POINT 


A biochemistry laboratory is not essential to 
diagnose an exudate. Simply leave the aspirate 
standing: if it clots, it is an exudate. 


In high HIV prevalence populations in sub-Saharan Africa, TB is the 
commonest cause of an exudative serous effusion. The diagnosis is usually 
presumptive |i-e. without microbiological or histological confirmation}. It is 
important to exclude other causes of an exudate. 


PRACTICAL POINT 


Interpret with caution the laboratory result of 
protein concentration in any aspirated fluid. If 
there has been a delay in laboratory analysis, a 
protein clot may have formed in the sample. The 
laboratory result may be falsely low. 


TUBERCULOUS PLEURAL EFFUSION 
The clinical and chest Xray diagnosis of a pleural effusion is straightforward. 
The typical clinical features are constitutional and local (chest pain, 
breathlessness: tracheal and mediastinal shift away from the side of the 
effusion: decreased chest movement, percussion note and breath sounds on 
the side of the effusion). Chest Xray shows unilateral, uniform white opacity, 
often with o concave upper border. If available, ultrasound confirms the 
presence of fluid in the pleural space in case of doubt. 


Always perform diagnostic pleural aspiration if a patient has a pleural 
alfusion. The fluid is usually siraw-coloured. The white ‘cell count is usually 


high (about | 000 - 2,500 per mm?) with predominant lymphocytes. 
Occasionally the fluid is blood-stained. The presence of pus on aspiration 
‘adicates an empyema (purulent effusion). 


PRACTICAL POINT 
In a hospital with limited facilities serving a high 
TB prevalence population you should treat a 

patient with a unilateral exudative pleural effusion 
with anti-TB drugs. 


| If facilities are available, closed pleural biopsy using an Abrams needle is 
useful for histological diagnosis. Since the distribution of TB lesions in the 
pleura is patchy, the diagnostic yield of closed pleural biopsy 's about 
75%. Multiple biopsies increase the diagnostic yield. A small open 
pleural biopsy increases the yield even further but is not usually necessary. 


Differential diagnosis 

The differential diagnosis of on exudative pleural effusion includes 
malignancy, postpneumonic effusion, pulmonary embolism and amoebic 
liver abscess (extending on the right). 


TUBERCULOUS EMPYEMA 
This usually arises when a tuberculous cavity in the lung ruptures into the 
pleural space. The ohysical signs are those of a pleural effusion, but 
aspiration reveals thick white/yellow pus. if the pus is too thick to remove 
using a needle and syringe, use an ‘atercostal drain. Send the pus to the 
laboratory for examination for TB.and also for Gram siain ond bacteria! 
culture. If facilities are available, closed pleural biopsy 's useful for 
histological diagnosis. 


The main differential diagnosis !s bacterial empyema, when the patient is 
usually more acutely ill and toxic. It may be possible to confirm bacterial 
empyema by Gram stain and/or culture of the aspirated pus. 


A succussion splash is a splashing sound heard with the stethoscope while 
shaking the patient's chest. A succussion splash indicates 0 
pyopneumothorax (pus and air in the pleural space}. After chest Xray 
confirmation, insert a ches! drain with underwater seal. 
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Outcome 
A possible complication despite TB cure is the development of pericardial 


constriction. Medical management of heart failure due to pericardial 
constriction helps in some cases. A surgeon may weigh up the possible 
benefit:to the patient of pericardiectomy, set against the operative risks. 


Differential diagnosis 
Apart from, 1B, the differential diagnosis of pericardial effusion includes 


the following: 


TRANSUDATES ._.... uraemia, heart failure, liver failure 


EXUDATES......... malignancy, bacterial pericardial empyema, 
inflammatory diseases, hypothyroidism 
TUBERCULOUS ASCITES 

Ascites results from peritoneal TB. Routes of spread of TB to the peritoneum 
include the following: 

a} from tuberculous mesenteric lymph nodes; 

b} from intestinal TB (pulmonary TB patients may develop intestinal ulcers 

and fistulae as a result of swallowing infected sputum); 


c} blood-borne. 


Clinical features 
Patients present with constitutional features and ascites. There may be 


palpable abdominal masses (mesenteric lymph nodes). Adhesion of nodes 


to bowel may cause bowel obstruction. Fistulae may develop between 


bowel, bladder and abdominal wall. 


ae 


Investigations 
Do a chest X-ray to look for associated PTB. Always do a diagnostic 


ascitic tap. The aspirated fluid is usually straw-coloured, but occasionally 
turbid or blood-stained. The fluid is an exudate, usually with more than 
300 white cells per mm? and predominantly lymphocytes. Ultrasound, if 
available, may show features consistent with TB, including enlarged 
mesenteric or retroperitoneal lymph nodes. 


3 | 2] “4 Tuberculous meningitis 


PRACTICAL POINT 
An ill, wasted patient with TB ascites may have a 


low serum albumin concentration. In this case, the 
usual threshold of 30 g/I albumin concentration 
for diagnosing an exudate is too high. Instead, 
calculate the difference between the albumin 
concentrations in serum and ascites. A serum - 
ascites albumin difference of less than 11 g/I 
means that the ascites is an exudate. 


Diagnosis 

The diagnosis is usually presumptive. Definitive diagnosis rests on a 
peritoneal biopsy, available in some hospitals. Blind perculaneous needle 
biopsy of the peritoneum has a low pickup rate and a high complication 
rate. In experienced hands, laparoscopy under local anaesthetic has o 
high pick-up rate. Laparoscopy enables direct visualisation and biopsy of 
peritoneal TB lesions. Laparotomy will confirm the diagnosis in nearly 
every case but is too invasive for routine use. 


Differential diagnosis 
Apart from tuberculosis, the differential diagnosis of ascites includes the 


following: 
TRANSUDATES ..... . heart failure, renal failure, nephrotic syndrome, 
liver failure, hypoproteinaemia; 


EXUDATES......... malignancy, other infections causing peritonitis 


Routes of spread of TB to the meninges include the following: 
a) from rupture of a cerebral tuberculoma into the subarachnoid space; 


b) blood-borne. 


Clinical features 
The patient may present with constitutional features and a chronic 


meningitis. There is gradual onset and progression of headache and 
decreased consciousness. Examination often reveals neck stiffness and o 
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Other forms of extrapulmonary tuberculosis are less common. There is no 
information as to whether they occur any more frequently in HIV-positive 
thon in HIV-negative individuals. The table below shows the usual clinical 
features and diagnostic tests. 


Other forms of extrapulmonary TB 


SITE OF DISEASE CLINICAL FEATURES DIAGNOSIS 
SOc AR ee Bock pain... ... Pe eS Plain X-ray 
Gibbus . Tissue biopsy 


Psoas abscess 
Radiculor pain 
Spinal cord compression / 


| en aie oR Chronic osteomyelilis........ Tissue biopsy 
Peripheral joints... ..... Usually monoarthritis .. 2... .. Plain ihe 
Synovial biopsy 

Gastrointestino! _..... .. Abdominal mass........... Barium X-rays 
Diarrhoea 

| pee ee PO hae: Right upper quodront........ Ultrasound and 
pain and mass biopsy 

Renal ond urinary tract . . . Urinary frequency Ra ak Bre as ae Sterile Pee 
Dysurio Urine culture 
Hoematuria Intravenous 
Loin pain / swelling pyelogram 

Adrenal glond......... Features of hypoadrenolism. . . . Plain X-ray 
(hypotension, (calcification) 
low serum sodium, Ultrasound 
normal/high potassium, 
raised urea, low glucose} 

Upper respiratory tract .. . Hoorseness... 22... Usually complication 
Pain in eor of pulmonary disease 
Pain on swollowing 

Female genitol troct ... . . Infertility ................ Pelvic examination 
Pelvic inflammatory disease X-ray genital troct 
Ectopic pregnancy Tissue biopsy 

Mole genitol tract ee: ee Often evidence of 


renal/ urinary 
troct TB 


DE Y4 Further information on spinal, 


gastrointestinal and hepatic TB 


Spinal TB. 


Tuberculosis of the spine is important. The disastrous consequence for the 
patient of a missed diagnosis of thoracic or cervical spinal TB is paralysis. 
TB starts in an intervertebral disc, spreads along the anterior and 
longitudinal ligaments, then involves the adjacent vertebral bodies. In 
areas of high TB prevalence, plain X-ray of the spine is usually diagnostic. 
The typical appearance is erosion of the anierior edges of the superior 
and inferior borders of adjacent verlebral bodies. The disc space is 
narrowed. The sites mos! commonly involved are the lower thoracic, 
lumbar and lumbosacral. 


The main differential diagnoses are malignancy and pyogenic spina! 
infections. Malignant deposits in the spine tend to erode the pedicles and 


spinal bodies, leaving the disc iniact. Pyogenic infection lends io be more 
acute than TB with more severe pain. 


Gastrointestinal TB. 

lleo-caecal TB may presen! with constitutiona! features, chronic diarrhoea, 
subacute obstruction, or a right iliac fossa mass. Diagnosis rests on barium 
examination of the small and large bowel, or on colonoscopy, if 
available. The differential diagnosis includes ileocoeca!l Crohn‘s disease, 


carcinoma of the caecum, appendix abscess, lymphoma, amoeboma 
and tubo-ovarian abscess. 


Hepatic TB 


Miliary TB may involve the liver. Hepatic TB con cause diagnostic 
confusion. Solitary or multiple TB abscess formation can mimic amoebic 
liver abscess. Nodular hepatic TB can mimic hepatoma. In these 


situations, ultrasound examination is useful. Liver biopsy, available in some 
hospitals, is diagnostic. 


SUGGESTIONS FOR FURTHER READING 


Toman K. Tuberculosis. Case finding and chemotherapy. 
Genevo: WHO, 1979. 


Crofton |, Horne N and Miller F. Clinical nics The MacMillan 
Press Limited. 1992. 


Davies PDO. Clinical! Tuberculosis. Chapman and Hall Medical. 1994 
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_ i ‘ oa 
culture. The diagnosis of TB in children is therefore nearly always 
presumptive. This means that bacteriological confirmation is usually not 


possible. This situation in children is similar to that in adults with sputum 


test. However, an infected child can develop TB disease at any time. The 
chance of developing disease is greatest shortly after infection and then 
steadily decreases as time goes by. Various physical or emotional stresses 
may trigger progression of infection to disease. The most important trigger : smear-negative PTB or extrapulmonary TB. 
is weakening of immune resistance, especially by HIV infection. Other 
important triggers include the following: other infections (especially 
measles and whooping cough) and malnutrition. 


cE WN 


The clinical features are constitutional and local (depending on the part of 
the body affected). The local clinical features related to the site of disease 
are similar in children and adults !see Chapter 3 for details). The 
diagnosis rests on consistent clinical features and investigation findings. If 
available, a tuberculin skin test may be helpful. In most cases of suspected 
PTB, the child has usually received treatment with a broad-spectrum 
antibiotic, with no clinical response. In some hospitals, helpful special 


, 


c*wWtbDR 


Pathogenesis 

| The usual route of infection and early sequence of events in primary 
pulmonary infection are similar in adults and children. TB disease in 
children is usually primary TB. A child may have asymptomatic M. 


tuberculosis infection: the tubercle bacilli can lie dormant for many years. If ink | diagnostic investigations may be available. These may include 
the tubercle bacilli reactivate some years later, gausing post-primary TB, the specialised X-rays, biopsy and histology, and TB culture. 
child has usually grown into an adult by then. The age when a child is : 
| infected determines the pattern of primary disease. Up to puberty, blood- Always look for the following 2 important clues to TB in children: 
| borne spread is common. This results in disseminated (miliary and }} it is usually possible to identify the adult source of infection; 
| extrapulmonary} disease. After puberty, pulmonary spread is more common. ; 2} failure to thrive or weight loss (growth faltering). 


In the absence of these 2 clues, TB is less likely. 


PRACTICAL POINT 


Mainourished children may develop severe PTB at 
any age. 1 


PRACTICAL POINT 
Ask the mother of a child with suspected TB for the 
child’s “road to health” card (growth card). Look at 
the card for growth faltering or weight loss. 


LUE] APPRoacn To DIAGNOSIS 


TYE BERCULOEO SIS 


general disease which may appear in any part of the body. Also, under 
the age of 10 years, children with PTB rarely cough up sputum. They 

| usually swallow their sputum. Gastric suction and laryngeal swabs are 

| generally not useful unless facilities are available for M. tuberculosis 


If you find the diagnosis of TB in children easy, you are probably over- a a | PY scORE SY FOR THE DIAGNOSIS OF TB IN CHILDREN 
diagnosing TB. If you find the diagnosis of TB in children difficult, you are | =_—_ 7 
| no} dione. lt is easy to over-diagnose TB in children. It is also easy to miss TB A t aryi the di is of childhood 0 
| in children. Carefully assess all the evidence before making the diagnosis. ee ea eve as 
| TB. The basis of a score system is the careful and systematic collection of “ 
- - I , i | ; | 
| Adults with PTB usually present with cough and sputum. Although sputum ‘ene Gace 25 TOL Oe Hkalihood of ye * 
| culture is the definitive test, in practice the readily available usual “gold ; ven Boe, gee (adapted from nt Horne and Miller) for ” 
| ” | able shows a scor ' 
rans test for adults with PTB is sputum smear microscopy. However, heloing to diagnose childhood TB. A score of 7 or more indicates a high 0 
there is no such “gold standard” tes! in children. TB in children is a lik > a iB | ' r 4 
| ikelihood of TB. 
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Value of a negative tuberculin test 

A tuberculin test is negative when the diameter of skin induration is less 
than 10 mm. This is regardless of whether or not the person has had 
BCG. A negative tuberculin skin test does not exclude TB. In other words, 
Q negative test is of no help in deciding that someone does not have TB. 
The table shows the conditions which may suppress a tuberculin skin test 
in @ person with active TB. 


CONDITIONS WHICH MAY SUPPRESS THE TUBERCULIN SKIN TEST 


Malnutrition 
«Severe bacterial infections, ‘including TB itself 

Viral infections, e.g. measles, chickenpox, Siancrey: Les 
€Cancer - 6S! BAS pes Be eke: Mee te Fis & Saye 
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Immunosuppressive drugs, e.g. steroids 


| Value of a positive tuberculin skin test 
| The criterion for a positive tuberculin test depends on whether-a child has 
previously had BCG vaccination or not. This is because a reaction to 
tuberculin is usual after a previous BCG, at least for several years. This 
reaction is usually a weaker reaction {diameter often less than 10 mm) 
than the reaction to natural infection with M. tuberculosis. Therefore, in a 
child who has not had BCG, a tuberculin test is positive when the 
diameter of skin induration is 10 mm or more. In a child who has had 
BCG, a test! is positive when the diameter of induration is 15 mm or 
more. A positive tuberculin test is only one piece of evidence in favour of 
the diagnosis of TB. The younger the child and the greater the diameter of 
induration (above 10-15 mm), the stronger is that one piece of evidence. 


| 4] .a THE IMPACT OF HIV ON THE DIAGNOSIS OF TB IN CHILDREN 


HIV makes the diagnosis of TB in children even more difficult than usual, 
| for the following reasons: 

g) Several HIV-related diseases, including TB, may present in a similar 
| way (see section 4.7 for differential diagnosis). 

b} The interpretation of tuberculin skin testing is even more unreliable than 
| usual. An immunocompromised child may have a negative tuberculin 
skin test despite having TB. 

1 ¢}) A child with HIV infection usually comes from a household where the 


YET MANAGEMENT OF CHILD CONTACTS OF INFECTIOUS ADULTS 
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| 
AIDS. |t may be difficult for the child to attend a health facility. 


DIFFERENTIAL DIAGNOSIS OF PTB IN HIV-INFECTED CHILDREN 


bacterial pneumonia 

viral pneumonia, e.g. cylomegalovirus 

fungal pneumonia, e.g. candida, cryptococcus 
Pneumocystis carinii pneumonia 

lymphocytic interstitial pneumonitis 

pulmonary lymphoma 


Children with TB may presen! to health units when they are ill. However, 
most National TB Control Programmes also recommend active’contact 
tracing of children who are household contacts of infectious adults. In 
order to be effective, this screening must be systematic. If you don’t have 
a systematic, organised process for child contact screening where you 


work, could you start one? 


The scheme below shows how to manage child contacts of infectious 
adults {with sputum smear-positive PTB). Suspicion that a child contact is 
HIV-infected may arise because of the following: the child has clinical 
evidence of HIV infection; the parent (the infectious TB patient} is known, 
or suspected to be, HIV-positive. If you suspect a child contact is HIV- 
infected, it is important to counsel the parents before HIV-testing the child 
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There ore different woys of testing for HIV. The mos! widely available way 
of identifying HIV-infected individuals is the detection of HIV antibodies in 
serum o1 plasmo somples. The table below shows the 3 main methods ol 
HIV-testing. The technical details of these tests aie beyond the scope ol 
this monuol, bu! there is @ good account in “AIDS in Africa: a manual for 
physicians . 


HIV TESTING METHODS WITH ADVANTAGES AND DISADVANTAGES 


aes eo - a 2 ee 
EUTESING Meno ~ PEADWANIAGES »-: DISADVANTAGES . 
oN os Ae a. We- sn ‘Shae? a. aay . 


diy. “a 


some specialised laboratory 
equipmen! necessary 


ge? aK: 2 expensive than 
HEY es S immunoblot! 


282° large numbers of sera 
can be tested daily 


“=< sensitive and specific 


simple, rapid older tests less sensitive 
simple/rapid and less specific but newer 
le.g. rapid Res ernene noe fests improved 
ibid immunoblot P 
IMMUNC 
binding assay} _—no speciclised 


equipment! necessary 


g ee 
SOD nies most sensitive and expensive 
——— ¥= specific specialised laboratory 


equipmen! necessary 


The usual type of test for HIV antibodies is the ELISA (Enzyme-linked 
ImmunoSorbent Assay). The cos! per individual ELISA test is about US 


$0. ~S-1.75. There are EUSA tests available which test for both HIV-1 ond 
HIV-2 


3] 2| -% Objectives of HIV antibody testing in TB patients 


There are 3 main possible objectives in per 
TB patients: 


forming HIV antibody tests in 


a) diagnosis of HIV inlection in individuc’ TB patients, 
b) surveillance (anonymous testing 10 monitor epidemiological trends): 
c} research (voluntary testing for epidemiological, clinical, or virological stuces) 


Strategy for HIV antibody testing in TB patients 
(Which tests to use and when fo use them) 


HIV testing methods vary in occuracy and cost. In general, WHO 
recommends different HIV-lesting strategies, depending on the objective ol 
lesling. The aim is !o maximise accuracy and minimise cos!. The table 
below shows the strategy appropriate for the objective of testing 


OBJECTIVES, STRATEGIES AND INTERPRETATION OF H 


Test sample with ELISA 
SY we Sivan assay 


Diagnosis of 

HIV infection F 

in individual { 

(rou with the If 1st assay positive, é 
ahigh 1 re-test using ELISA ae 
HIV sain * or simple/rapid assay : 
prevalence) ff ; based on a different 


- antigen preparation 
or test 


Surveillance . 

(in population 

with HIV - Test somple with ELISA 
prevalence or simple/rapid assay 
> 10%) 


IV TESTS 


1* assay negative = 
patient HIV negative 


1" assay posilive + 
2” assay positive = 
patient HIV positive 


1" assay posilive + 
2™ assay negotive -> 
repeal both assays 


Results remain discordant -> 
repeal sample and testing 


Assay negolive = 
patient HIV negative 


Assoy positive = 
patien! HIV positive 
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TrUBERCcCULOS! 


PRACTICAL POINT 


The HIV test does not become positive until usually 
6 weeks, and up to about 3 months, after infection 


(the “window period”). 


Post-test counselling 
The content of posttest counselling depends on the HIV test result. The aims 


are to discuss the resul}, share information, provide support, and encourage 


future safe sexual behaviour. Always ensure confidentiality. Break the news 
openly and sympathetically. When someone has a positive HIV test result, 
common reactions at different times may include shock, anger, guilt, grief 
and depression. Patients will need continuing support. 


rf 
4 


Issues for discussion when the HIV test result is negative. 

e A negative result does not mean that the patient definitely does not have 
HIV infection {the test could be in the seroconversion “window period"). 

® Avoidance of unsafe sexual behaviour. 

® Promotion of healthy behaviour. 


issues for discussion when the HIV test result is positive. 
* General health (good diet, balance of rest and exercise, avoiding infections, 
when to seek advice about symptoms of other HIV-related illnesses). 


* Awareness of possible anti-TB drug side-effects. 
© Safe sexual behaviour. 


* Avoidance of blood or organ donation. 
® The patient's reaction to the test result. 


* Emotional and psychological support for the patient. 
® How to tell friends, family and lovers. 


* Counselling partner(s) if possible. 


® Referral to local community services and support groups, if available. 
* Social implications, e.g. employment, life insurance. 


SUGGESTIONS FOR FURTHER READING 
WHO. AIDS in Africa: a manual for physicians. Geneva, 1992. 


WHO. Weekly Epidemiological Record. 1992; 67: 145-149. 

WHO. Guidelines for HIV Surveillance Among Tuberculosis Patients. Geneva, 1994. 
WHO. Global Programme on AIDS. Source Book for HIV/AIDS Counselling Training. GE, 1994. 
WHO. Global Programme on AIDS. Counselling for HIV/AIDS: a key to caring. GE, 199.5 


WHO. Global Programme on AIDS. living with AIDS in the community. GE, 1992. 


CHAPTER 6 


CB cuinicat RECOGNITION OF HIV INFECTION IN CHILDREN 


DIAGNOSIS OF HIV IN CHILDREN WITH TUBERCULOSIS 


HIV infection in children may show in many ways. The clinical signs are 
often not specific for HIV infection. For example, weight loss, fever and 
cough are common in TB, with or without HIV infection. The clinical 
definition of HIV infection is therefore difficult. 


PRACTICAL POINT 


Parents provide important clues to possible HIV 
infection in their children. Ask the parents about 


their health. Sometimes parents may reveal their 
own HIV status. 


The table below shows clinical signs suspicious of HIV infection in 
children. 


CUNICAL SIGNS SUSPICIOUS OF HIV INFECTION IN CHILDREN 


weight loss or abnormally slow growth 
chronic diarrhoea {> 1 month} 
prolonged fever (>1 month] 


generalised lymph node enlargement 

oropharyngeal candidiasis 

recurrent common infections, e.g. ear infections, pharyngitis 
persistent cough 

generalised rash 


neurological problems 

delay in development 

bilateral parotid gland enlargement 
enlarged spleen 

enlarged liver 

recurrent abscesses 
meningitis 
recurrent herpes simplex 
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WHC: Global Programme on AIDS. Source Book for HIV/AIDS 
Counselling Training. Geneva, 1994. 


WHO Global Programme on AIDS. Counselling for HIV/AIDS: a key to 
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CHAPTER 7 


STANDARDISED CASE DEFINITIONS 


The diagnosis of TB means that a patient has TB. But what type of TB? It is 
important to answer this question before starting treatment. A case 
definition tells us the type of TB. We define TB cases in a standardised 
way. This means that when we talk about a certain type of TB, we are all 


talking about the same thing. 


PRACTICAL POINT 
On making the diagnosis of TB, you must also 


decide on the TB case definition. 


7] 1 ya Questions and answers about case definitions 


Why make case definitions? There are 2 purposes: 
a) to determine treatment: 


b) for recording and reporting {see Chapter 2). 


Why do case definitions determine treatment? There are 3 reasons: 


a) to identify priority cases; 
b) to make the most cost-effective use of resources (by targeting resources 


on priority cases); 
c} to minimise side-effects for patients (by using the most intensive 


regimens only for certain cases). 


What determines a case definitione There are 4 determinants: 


a) site of TB 
b) result of sputum smear 
c) previous TB treatment 


d) severity of TB 
PRACTICAL POINT 


Always ask a “new” TB patient if he has ever had 


TB treatment before. 


STANDARDISED 
TB CASE DEFINITIONS AND TREATMENT CATEGORIES 
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A CLINICAL MANUAL 


TruBERcULOSIES AND HIV 


EZEY stanpvarpisep TREATMENT CATEGORIES 


Based on case definition, a TB patient falls into 1 of 4 categories for 
treatment. The categories are in order of priority. The highest priority is to 
treat Category | patients. The lowest priority is to treat Category 4 
patients. The table below shows the patients belonging to each category. 


TB TREATMENT CATEGORY PATIENTS 

Comconye Fett te at ee new spulum smear-positive PTB 
newly diagnosed seriously ill patients 
with severe forms of TB 


Same ee ere ee relapse 
treatment failure 
return alter default 


Colegery..3 22. Sy OS nan sputum smearnegative PTB with limited 
parenchymal involvement 
extrapulmonary TB {less severe forms} 


Se ek ae chronic cases ‘ 


The table beiow shows the severe and less severe forms of extrapulmonary TB. 


ULMONA! LESS SEVERE EXTRAPULMONARY TB 
meningitis * lymph node 

miliary * pleural effusion (unilateral) 
pericarditis * bone {excluding spine] 
Deritonitis ® peripheral joint 

® adrenal gland 


bilateral or extensive 
pleural effusion 
spinal 
intestinal 

* genito-urinary 


Children 


Children and adolescents often fall into Category 3. PTB in. children is 
almost always “smearnegative” (actually smear not done, since children 
rarely cough up sputum]. Young people infected during adolescence may 
develop primary TB. This usually presents as pleural effusion or small 
parenchymal lesions in the lungs. In one series of adolescents with pleura! 
effusion, without treatment about 25% went on to develop PTB. 


SUGGESTED FURTHER READING 
WHO. Treatment of tuberculosis. Guidelines for national programmes. GE, 1993. 


CHAPTER & TREATMENT OF TB PATIENTS 


Aims of anti-TB drug treatment 
¢ To cure the patient of TB. 


* To nrevent death from active TB or its late effects. 


* To prevent TB relapse. 


© Jo decrease TB transmission to others. 


PRACTICAL POINT 


Properly applied anti-TB drug treatment will 


achieve these aims and prevent the emergence of 
drug resistant M. tuberculosis. 


Effective anti-TB drug treatment = properly applied Short- 
Course Chemotherapy 

We have known for over 100 years that M. tuberculosis causes TB. We 
have had effective anti-TB drugs for nearly 50 years. Yet the world’s TB 
problem is now bigger than ever. Why? The problem is not the lack of an 
effective treatment. Properly applied short-course chemotherapy (SCC) 
fulfills the above aims of anti-TB drug treatment. The problem is an 
organisational problem: how to apply SCC properly? The answer is a 
properly managed TB contro! programme. Chapter 2 describes the 
organisational framework of an effective TB control programme. 


Standardised TB treatment regimens 

There are many different possible anti-TB treatment regimens. The World 
Health Organisation (WWHO} and the International Union Against 
Tuberculosis and Lung Disease (IUATLD) recommend standardised TB 
treatment regimens. The national TB control programme (NTP) in your 
country will recommend which regimens to use. When properly applied, 
these standardised regimens fulfill the above aims of anti-TB drug 
treatment. The regimens are affordable. The World Bank recognises short: 


ul 
course chemotherapy (SCC) as one of the mast costeffective of all health 
interventions. 
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TUBERCULOS!IS AND Hiv 


dose. This protects rifampicin against the development of drug resistance. 
The risk of drug resistance is higher during the early stages of anti-TB drug 
treatment when there are more TB bacilli. 


Fewer drugs are necessary, but for a longer time, in the continuation 
phase. The drugs eliminate the remaining TB bacilli. Killing the persisters 
prevents relapse alter completion of treatment. Directly observed therapy 
is the ideal when the patient receives rifampicin in the continuation phase. 
If local conditions do not allow directly observed therapy, the next best is 
as close supervision as possible, for example weekly supervision. The risk 
of drug resistance is less during the continuation phase when there are 
fewer TB bacilli. 


| 
| Continuation phase (4-6 months) 
) 
| 


eee No etme 


The patient usually receives monthly drug supplies for selfadministered 
treatment during a continuation phase which does not include rifampicin. 


EQEVED Retreatmentcases 


The initial phase lasts 3 months, with directly observed therapy. The 
continuation phase lasts 5 months, with close supervision. 


13 | 3] «i Standard code for TB treatment regimens 


There is a standard code for TB treatment regimens. Each anti-IB drug has 
an abbreviation (shown in the table on page 84). A regimen consists of 2 
phases. The number before a phase is the duration of that phase in 
months. A number in subscript (e.g. 3) after a letter is the number of doses 
of that drug per week. If there is no number in subscript after a letter, then 
treatment with that drug is daily. An alternative drug (or drugs) appears as 
a letter (or letters) in brackets. 


Example 

2 SHRZ / 6 HE. This is o common regimen. 

The initial phase is 2 SHRZ. The duration of the phase is 2 months. 
Drug treatment is daily (no subscript number, e.g. ; after the letters}, with 
streptomycin (S), isoniazid (H), rifampicin (R) and pyrazinamide (Z). 

The continuation phase is 6 HE. The duration of the phase is 6 months. 
Drug treatment is daily, with isoniazid (H) and ethambutol (E). 


2 SHRZ / 4 HRs. In some countries, resources are available to provide 


YW ~ 


1B] 3 (3 Recommended treatment 


rilampicin in the continuation phase as well as in the initial phase. 
The intensive phase (2 SHRZ) is the same as before. 


The continuation phase is 4 HRs. The duration is 4 months, with isoniazid 
and rifampicin three times per week (subscript number ; after the letters). 


There are several different possible regimens. The regimen recommended 
depends on the patient treatment category (see Chapter 7). The table 
“bows possible alternative regimens for each treatment category. Follow 
the regimens recommended by your NTP in your country. Look in your 
NTP manual. 


ALTERNATIVE TREATMENT REGIMENS FOR EACH PATIENT TREATMENT CATEGORY 


TERNATIVE | ALTERNATIVE TB TREATMENT REGIMENS | REGIMENS 
TB TREATMENT | | ALTERNATIVE TB TREATMENT REGIMENS | 1B 
TB PATIENTS 
CATEGORY 


new smear-positive PTB 


2 SHRZ (EHRZ) | 6 HE 
2 SHRZ (EHRZ} 
2 SHRZ (EHRZ) 


seriously ill: 
extrapulmonary or smear 
negative pulmonary 
(severe TB) 


sputum smear-positive: 
relapse 

treatment failure 
return after default 


2 SHRZE/1 HRZE 
2 SHRZE/1 HRZE 


2 HRZ or 2 H3R3Z3 
2 HRZ or 2 HaR2Z2 
2 HRZ oF 2 H3R:Z3 


6 HE 
2 HR/4H 
2 H2R2/4H 


-smear-negative PTB 


extrapulmonary TB 
(less severe} 


NOT APPLICABLE 
(Refer to specialist centre if 
secondine drugs available) 


chronic case (still 
sputum-positive offer 
supervised retreatment) 


‘PpOa|su! OINQWOYIe asf) -AououBeud ui urAwojydays aai6 you 0G 
“Aqogq 

ayy Ul SSeUjOSP juauoWsed @SNDD UD AsuouBaid Buunp uioAWwojdayjs e 

Aoupubaid 


"q| juDjsise) Brup-yjnus yin sjUaIjOd {D914 O} B{QO}!OAD sBrup 

Qui-Puodes PUD asiyjedxo jsordeds Su) SADY Aow $aJjua> jso1deds OM 

JO QUO ‘S@UWJUNOD BWOS Uj ‘GIN SY} Buiaosdu! Oj S9DINOSAJ PUD OJ 
‘SWI QBJOASP Oj SI JaMSUD BY] “SIN|!0} diN si Wajgold ayy JO ASNDD SY] e 
éGl suDysisas Bnsp-yjnul YIM pardj UBYM op am pinoys DUM 


“QIQOJDayUN UBYO BOjSsOY S! GI juojsisad Brup-yjinyy ‘uioAwoaidod 
‘uinAuOUud» ‘guuasoj2Ad ‘@PIWOUOIYje ‘Bo ‘@jqo}!OADUN Puo QAISUeAXE 
Ajaayiqiyoud 210 sBnup aul-puodes ‘sel4juNOD aoua}oneid gq) yBty 
Auow uj “aiN|!0} JIN) sjuaseidas a2uojsises Bmip-yjnyy ‘Ajedoid juawjooy 
Bmp gj-yuO sarap O} BIN|!OJ WO SES}HO g} juojsises Brup-ninywy © 
égy sunysisos Bnup-yjnus 404 sueuyDads 34s S} OUM 


"syood 19)S1/q UI payjddns sBnup g|-uo 
JO PUD Sja|GD} UOOU!QWOD esop-PeXx!} JO ajqissod Jenauay™ asn Sy 
apnjour asayy “auojO UIDIGWUDJ JO asN BU) JO J@BUDP ayy PIOAD YDIYM 
uoyoysiuiwpo Brp jo spoyjew asn OF juopoduy $1 4) “ajqissod aiaym 
pud uayM Adosay) parsesgo Ayoauip ensue Pud SqiN uayjBuasjs O} S! 
aounjsisas uididwoy!s juanaid oO} Aom jsaq ay} “aDU0js!SOI Brup pasinbop 
ajorquaB auojo uldidwioj JO asn o4j PUD ‘suoiniulo Aq Buiquoseid pog 
‘jUaWIOSY gI-UO JO UOISIAJadNS JO 490| ‘sauwosBoid oyUuO> g| POg 
gooupssisas ujziduipgis suadAaud aM OP MOH 


“ajqojoayun Ajaaydaye Oq |! QL ‘ppaidsapim sawodeq 82u0}s!se! 
uiriduioyus 4) “AIN|Ny JOU BY) U! B[QO|!OAD Ajapim awosed |j!M Brp g 
uO MAU O JOU Ajay!|UN SI J] ‘Brp gj-yuo aryoaya jsow ay) S! UIDIdWO}Yy « 

go2unysisas ulriduinyis juoaosd 04 guDjsodui os 41 51 AYUM 


‘suawiBes asauj PIOYO Of SBUWUNOD Auow 40} arisuadxe OO} S$! UIDIGWO}Y © 


gnoyBnosyy uridwioyis Buyuypyuo2 suawi6es asn skomjp you AUM 


‘pizoiuos! $1 Brup jOpIoVe}90qG juajod Ajuo ayy ‘(LH 9 10 3H 9) 


Snouvnlis Twisads Ni sonua @i-uNv a0 3sn FREY 


a0 UIDIGWIDY) PUD PIZOIUOS! BsNDIEq S$! SI4] (aH p /ZYHS Z 82) 
jnoyBnosy UIdIdWOy) YIM ajqiesod SI aspyd UO|ONUUOD YUOW VY e 
éajqissod aspyd uoypnuyuo? ysuoU f D S| 


‘asn saBuoy WO jyoUeq ssa] S! S194) 
“SyJUOW Z ISJY SYL UIYIIM jaya Buisyays WAWIXOW Sj! SOY apiwoulzosAy e 
gaspyd jousur ays ul Ajuo apiupuizpsdd asn AYM 


‘asdojes Pud ‘3JNj!0} 
juawjpes} ‘eouo\sisad Grup jo sys) By) SesOasIEP vawibas Bup-p vy e 

"gi Aiouowjnd Ainjian2 “6° ‘spoo| 

Aroyi90q yBiy yin sjuaijod ui Ayoidedse uaddoy Aow siuj “sjuOjNW 
juojsisas-Brup jno Buydajas jo 4s. a4) SUNJ uawi6as Bnip-¢ 0 jO as~) e 
‘suoyDjndod eWOs U! SDUDISISE) |O'!U! jO sasBep yBiy 0 si aay] e 
gasoyd souls ayy ui s6nup y asn AuUM 


SUaMSNV GNV SNOLLSIND :SNIWIOIE LNIWLVISL Gi 


"$INDDO _UO!|DDAI UIs D JO Buryoy! j uA yey © O} odas puDd 32u0 jO 
QUOZOJ9I0! UI dojs 0} JUaOd ayj ASIAP\Y “SUO!DDSI UNS SJSAZS jO Ys OUI 
jnoqo sjuayOd WOM Oj [D'\UASSA SI}! “BUOZOJSIO1Yj jO BSN SUI PIOAD O} 
ajqissod JOU SI |! BIOYAA “PUOZOJSIO/Y} EpN|du! ][!Is Aow saujuno> awos 
Ul BIQOI!IOAD jUSWIOA SAYOSJjO SOW Su] “SUOZOJSOO1Y) JO} JOINQUIOYIe 

INISQNS OJ SBDINOSEJ SY} SADY JOU OP SaLJUNOD BWOS juasaid VY e 
“yordayut AjH pejedsns 

JO UMOUY YIM gjuaOd Ul BUOZOJ@DD!4) JO POAsu! JOINQWOYIe SS/} 
‘SJONPIAIPU! PA|DaJU!-A|H{ Ul UOYDDE! ULYS “|O}O} 

SOWIJBWOS PUD ‘QJBARS JO SJ yBiy D YIM PajO!DOSSO SI QUOZOJSDONU| e 

SUOZDI2SIDIYL 


< ‘uinAwojdaiys 
JO ad0)d u! joINquiDYyie JO ESN SY PuUaWWOIS) MOU SiN Aun e 
“sjuayOU G] P2}2aJUl-A|H PSISOM U! jnjuiod Ayan 10 suoidelut uIDAWO\DaNS e 
“sjuaod UsaMyaq suaGoyjod WsOg-POo|g JeYIO PUO AIH JO UOISSIWSUDS} 
jO ys 0 S! B94] “suoyoalur udAWwo}dayjs 10) pasn saBuudAs pud sajpeeu 
JO UOHDSI|119)s ajonbapou! ul ||Nses ADW PDO|JOM 4j0}S yBiy ayy “Spsom 
Gul uowWod $s} Buipmosasano ‘suoyojndod aauajonaid AIH/G) YBty U| e 
ree unAwojyda.ys 


| Renal failure 


) | INDICATION PREDNISOLONE TREATMENT “ 
| 2 
) Rifompicin, isoniazid and pyrazinamide are sore. TB meningitis .... . 60mg daily for weeks 1-4, then decrease over several weeks is 
| © The excretion of streptomycin is renal. The excretion of ethambutol and 
thiocetazone is partly renal. TB pericarditis... . . 60mg daily for weeks 1-4 
| © Avoid streptomycin and ethambutol if there are alternatives. Otherwise 30mg daily for weeks 5-8 4 
give in reduced doses at less frequent intervals. then decrease over several weeks w 
© Do not give thiacetazone. The margin is too narrow between the TB pleural effusion . . 40mg daily for 1-2 weeks 
therapeutic and toxic dose. = 
| Liver disease Is steroid treatment safe in TB/HIV patients? P 
| © Most anti-TB drugs can cause liver damage. Jaundiced patients who develop Steroids are immunosuppressants. The worry is that steroids may further é 
TB should receive treatment with the following regimen: 2 SHE / 6 HE. depress immunity and increase risk of opportunistic infections in HIV- 
| © Do not give pyrazinamide to patients with liver disease. positive patients. However, on balance, TB/HIV patients are still likely to & 
L benefit from the use of steroids for the above indications. 
8 PS THE ROLE OF ADJUVANT STEROID TREATMENT: QUESTIONS AND ANSWERS 
[EZ MONITORING OF TB PATIENTS DURING TREATMENT “ 
| What is adjuvant steroid treatment? 
| Adjuvant steroid treatment is steroid treatment given in addition to anti-TB Bacteriological monitoring is readily available only for patients with sputum e 
® drug treatment. Prospective controlled clinical trials have contirmed the smearpositive pulmonary TB. Routine monitoring of treatment response by 
benefit of steroids in TB meningitis and pleural and pericardial TB. chest Xrays is un-necessary and wasteful of resources. For other TB 
patients, clinical monitoring is the usual guide to treatment response. ie 
What are the indications for treatment with steroids? 


PRACTICAL POINT 


| ¢ TB meningitis (decreased consciousness, neurological defects, 
or spinal block). 


a 


Recording treatment results in sputum smear- 


positive pulmonary TB patients is vital to monitor 
patient cure and NTP effectiveness (see Chapter 2). 


TB pericarditis (with effusion or constriction). 

TB pleural effusion (when large with severe symptoms}. 
* Hypo-adrenalism (TB of adrenal glands). 

TB laryngitis (with lifethreatening airway obstruction). CU EAE Monitoring of patients with sputum smear-positive PTB 
Severe hypersensitivity reactions to anti-IB drugs. | 


Renal tract TB (to prevent ureteric scarring). 


WHEN TO MONITOR 8 MONTH TREATMENT REGIMEN 6 MONTH TREATMENT REGIMEN 
Massive lymph node enlargement with pressure effects. 


EAR 2 gts ors 
“At jime;ofidiagnosis SPUTUM SMEAR "303," SPUTUM SMEAR <—F.. 
| What are the recommended treatment doses of prednisolone? At end of initial phase "SPUTUM SMEAR 
| Rifampicin is a potent inducer of hepatic enzymes which metabolise 
steroids The effective dose of prednisolone is therefore half the prescribed 


On completion of treatment SPUTUM SMEAR twonent 
| treatment dose given to the patient. The table below shows suggested i . 
treatment doses of prednisolone. 


-\n continuation phase 


srunw SMEAR (MONTH6) 


a ea *t M8 4 .F 


a 
3 
mM 
S 
4 
3 
m 
r4 
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spectrum antimicrobial activity as well as anti-1B activity. This may decrease 
mortality due to HlV-telated bacterial infections during anti-TB treatment. 


Response in survivors 


Several studies have assessed the clinical, radiological, and microbiological 
response to SCC in HIV-positive and HIV-negative TB patients. Excluding 
patients who died, response rates were similar in HIV-positive and HIV- 
negative 1B patients. The only exception was that on average weigh! gain 
was less in-HIV-positive than in HIV-negative TB patients. 


RECURRENCE OF TB AFTER COMPLETING ANTI-TB TREATMENT 
Old standard treatment 


The recurrence rate is higher in HIV-positive than in HIV-negative TB 
patients. In one study of TB/HIV patients there wasyan association 
between recurrence and cutaneous reaction to thiacetazone. A severe. 
thiocetazone reaclion necessitated interruption of treatment and a change 
to ethambutol. There are several possible explanations for the link 
between increased risk of recurrence and thiacetazone reaction. These 
include treatment interruption, subsequent poor compliance, more 
advanced immunocompromise, and change to the combination of 
isoniazid and ethambutol in the 11 months continuation phase. 


$cc 


HIV-negative TB patients 
who complete treatment 


Recurrence: relapse or re-infection? 

When TB recurs after previous cure, there are 2 possibilities: 

Q} true relapse {reactivation of persisters not killed by anti-TB drugs}: 

b} reinfection (due to re-exposure to another source of infection). 

The proportions of recurrences due to these 2 possibilities are not known. 


SUGGESTIONS FOR FURTHER READING 
WHO. Treatment of tuberculosis. Guidelines for national 
Geneva: WHO. 1993. 


WHO. Tuberculosis control workshop report, Geneva, October 199-5 


and Revision of “Treatment of Tuberculosis: Guidelines for National 
Programmes”. Geneva: WHO, 1996. 


programmes. 


, 


Horne NW. Modern drug treatment of tuberculosis. Chest, Heart and 
Stroke Association. 7th edition. london, 1990. 


Dean P. Ebrahim GJ. The practical care of sick children. A manual for use 
in smoll fonical hacniinle benrlam-: MA dentixn OGL 


EXE] PREVENTION OF SIDE EFFECTS 


It is possible to prevent the peripheral neuropathy caused by isoniazid. 
This neuropathy usually shows as a burning sensation of the feet. It occurs 
more commonly in HIV-positive individuals and in drinkers (alcohol). These 
patients should receive preventive treatment with pyridoxine 10 mg daily. 


Ideally, where possible, pyridoxine 10 mg daily should routinely 
accompany isoniazid. 


EY WHERE TO MANAGE DRUG REACTIONS 


REACTION WHERE TO MANAGE REACTION 
minor, e.g: gastrointestinal». <<. Gukpatient setting : 
BE ET “eae CES Fut RS Se -A  O  N e Fp. 
LS so a. 2:5 oe, ea 


major, e.g. jaundice 


EXE] wen ro stop anti-rs prucs 


When a patient has minor drug sid 


cqumntiAnmartin trantmaert 


Most TB patients complete their treatment without any significant drug side 
effects. However, a few patients do develop side effects. So clinical 
monitoring of all TB patients for side effects is important during TB 
treatment. Routine laboratory monitoring is not necessary. 


How do health personnel monitor patients for drug side effects? 
a] by teaching patients how to recognise symptoms of common side 
effects and to report if they develop such symptoms. 


b} by asking specifically about these symptoms when they see all patients 
at least monthly during treatment. 


Health personnel should be aware of the special situations which 
influence the choice and dose of anti-TB drugs {see Chapter 8}. 


refer to district or central hospital 


severe rash 


e-effects, explain the situation. offer 
na <% - - 


a a 2 Oe 
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EXE symptom-sasep APPROACH TO MANAGEMENT OF DRUG SIDE EFFECTS 


191 7] iB Treatment regimen inciudes thiacetazrone 


If a patient starts fo itch, and there is no other obvious cause (e.g. 
SIDE EFFECTS pet a aaa MANAGEMENT scabies}, stop the anti-TB drugs at once. The itching may be a warning 
sign of severe skin reaction. Stopping the thiacetazone at once may avert, 
minor continue anti-TB drugs or decrease the severity, of the skin reaction. 
we peas pene sa en as miriv Give the patient intravenous fluids if the skin reaction is severe: 
a} exfoliative dermatitis or toxic epidermal necrolysis 
joint Deir. ae Rs pyrazinamide . .. +. aspirin b} mucous membrane involvement 


burning sensation in feet . . isoniazid 


........ pyridoxine 100 mg daily 


c} hypotension 
Many physicians give steroid treatment, although there is no firm evidence 


orange/rted urine... .. . rifampicin... . . reassurance that this helps. A typical dose schedule consists of 60 mg daily of oral 
prednisolone until there is some improvement. A gradual reduction in dose 
- over the next few days depends on the patient's response. Initially, if o 
major “stop drug(s) responsible patient is unable to swallow, give intravenous hydrocortisone 100-200 
skin itching/ rash... . . . hue slop anti-TB drugs (see below) mg daily {instead of oral prednisolone). On recovery, restart anti-TB drugs, 
[streptomycin] replacing thia¢etazone with ethambutol. 
Co ES eA streplomycin. .. . . stop streplomycin, PRACTICAL POINT 


{no wax on auroscopy) 


dizziness 


ethambutol instead 


Never give a patient thiacetazone again after any 


Klatt SS ees ere streplomycin. . . . . . stop streptomycin, use thiacetazone reaction. 
[vertigo and nystagmus) ethambutol instead 
JOUNNDES 5. 22s OS most anti-TB drugs . . stop all anti-TB drugs until A severe reaction may mean stopping anti-TB treatment for 3-4 weeks. A 


other causes excluded) 


vomiting and confusion . . most anti-TB drugs 
(suspected drug-induced 
pre-icteric hepatitis) 


jaundice resolves (see below} 


. . Stop anti-TB drugs, urgent 


liver function tests 


severely ill TB patient may die without anti-TB treatment. In this case, give 
him 2 or more previously unused drugs until the reaction has resolved. Then 
reintroduce the initial regimen (with ethambutol instead of thiacetazone}. 


9] 7 | y_ Treatment regimen does not include thiacetazone 


visual impaitment .... . . ethambutol... .. . . slop ethambutol 


If a patient starts to itch, exclude other obvious causes. Try treatment with 

anti-histamines, continue anti-TB treatment and observe the patient closely. 
In some cases, the itching resolves. In other cases, a rash develops. In this 
case, stop the anti-TB drugs. Wait for the rash to resolve. If the reaction is 

severe, the patient may need supportive treatment as above. 


generalised, including 
shock and purpura... . . rilampicin... 2... . stop rifampicin 


EXEA manacement oF skin trcuinc/easn id 
| The approach depends on whether or not the patient is receiving 


thiacetazone. In populations with a high TB/HIV prevalence 
thiacetazone ig the drug most likely to cause skin reactions. 


The problem now is re-introducing TB treatment when we don’t know 
which anti-TB drug was the drug responsible for the reaction. The table 


shows the standard approach to reintroducing anti-TB drugs after a drug 
reaction. 
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Crofton J. Horne N and Miller F Clinical Tuberculosis. 
The MacMillan Press limited. 1992. 
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Horne NW. Modern Drug Treatment of Tuberculosis. The Chest, Heart 


and Stroke Association. Seventh edition. london, 1990. 


CHAPTER 10 


MANAGEMENT OF OTHER HIV-RELATED DISEASES IM TB/HIV PATIENTS 


1B/HIV patients may have other HIV-related diseases. This chapter is a 
brief guide 10 their management at district hospital level. Therapies in 
‘bold” are available in most district hospitals. See the WHO guidelines 
“Clinical management of HIV infection” and “Management of sexually 
transmitted diseases” for a more complete account. 


(Note that references !o trimethoprim-sulfamethoxazole (TMP-SMX) are to 


the standard strength tablet, which contains 80mg of trimethoprim and 
400mg of sulfamethoxazole}. 


SEXUALLY TRANSMITTED DISEASES 


A person who has un-safe sex is at risk of several sexually transmitted 

diseases (STDs}. So a patient with one STD is at increased risk of having 
EN another STD. HIV is usually sexually transmitted. STDs other than HIV are 
common in TB/HIV patients. This chapter gives a brief account of the 
drug treatment of STDs. When you treat a patient with STD, also 


| - remember patient education, counselling, condom provision and partner 
management. 


ME 
= 


10] 2 La Syndromic management 


Accurate STD diagnosis is often not feasible. WHO has developed a 

“syndromic management”. This is based on the recognition of consistent 
groups of symptoms and signs (syndromes|. The treatment recommended 
for each syndrome cures the majority of infections responsible for causing 
each syndrome. The table shows the recommended plans of treatment for 


the common STD-associated syndromes where laboratory investigations 
are not available. 
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A ChRIENICAL 


TYEyeBERCcCULOSIS AND Hiv 


Molluscum contagiosum Leave the lesions alone OR 


Prick each lesion with a needle or sharpened 
orange stick and touch with phenol. 


_© FUNGAL INFECTIONS 


Tinea 


(pedis /corporis/cruris} 


¢ 


Candidiasis 


Cutaneous cryptococcosis / 
histoplasmosis 


® BACTERIAL INFECTIONS 


Papular folliculitis 
(pruritic papular 
dermatosis} 


Seborrhoeic dermatitis 


Psoriasis 


Scabies 


Kaposi's Sarcoma 


Whittield’s ointment or Castellani’s paint 
Topical antifungals. 

1% Clotrimazole. 

2% Miconazole. 


In resistant cases use griseofulvin SOO mg 2x daily. 


local application of 1% aqueous gentian violet 
or nystatin ointment 2 x daily until lesions are 


cleared. 


Topical antifungals. 


Systemic antifungal therapy. 


Calamine lotion. 
Antihistamines. 


Topical antifungals combined with 1% 
hydrocortisone. 


Strong topical corticosteroids. 


Penicillin V 500 mg orally OR 


Flucloxacillin or erythromycin 500 mg orally 
4 x daily for 1 - 2 weeks 


Surgical drainage plus antibiotics (as for impetigo) 


Antifungal shampoos OR topical antifungals with 
steroids OR topical 1% hydrocortisone. 
Strong topical corticosteroids. 


Conventional antipsoriasis treatment, eg coal 
tar in salicylate ointment -2 x daily. 


Topical benzyl benzoate 25% 


Local lesion care. 
Radiotherapy, chemotherapy. 


SEER. 


MOUTH PROBLEMS 


Oral candidiasis Topical antifungals such as amphotericin 
lozenges, nystatin pastilles/pessaries: 
nystatin drops 100,000 units 3 x daily OR 
nystatin pessaries one every 4 hours OR 
nystatin tabs 500,000 units 4 x daily. 

In resistant cases oral ketoconazole 200 mg 
2 x daily. 

In all cases treat for 7 - 14 days. 

Recurrence is common without prophyloxis. 


Hairy leukoplakia No treatment. 
Angular cheilitis Topical antifungals eg 1% clotrimazole. 


Gingivitis / Oral metronidazole 400 mg 3 x daily and/or 
dental abscesses penicillin V 500 mg 4 x daily for 7 days. 


Aphthous ulcers Mouth rinses with steroid and tetracycline. 
lopical corticosteroids. 
Oral prednisolone. 
Oral acyclovir. 
(Oral thalidomide in refractory cases). 


(OEY castroinresrinat PROBLEMS 


DORNER Sysehese 


There are various HIV-related causes of oesophaged! inflammation. 
They present in a similar way with pain on swallowing. Oesophageal 
candidiasis is the commonest HIV-related cause of dysphagia. The 


diagnosis of the other causes needs endoscopy, biopsy and a good 
laboratory. 


Where there are no facilities for investigation of a known HIV-positive 
patient with dysphagia, treat empirically with on oral anti-fungal agent. 
Where available, barium swallow shows characteristic appearances of 
fine mucosal ulceration. Upper gastrointestinal endoscopy shows white 
plaques and biopsy allows confirmation. 
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TruUuBEeERcUwLOoOsiIs AND Hiv 


The tlow chart shows the management approach in HIV-positive PTB 
patients who fail to respond or deteriorate while on anti-TB treatment 


patient fails to respond, 
or deteriorates, 
on TB treatment 


+ 


induction send sputum and 
using 3 - 5% do chest X - ray 
bs smi 
saline may 
be helptu 
sputum test chest X - ray 
\ result 
4 diffuse 
Gram stain an interstitia ar 
smear for TB culture for shadowing sean eaNe 
AFBs culture bacterial (sputum R tiv 
pathogens AFBs &g 
negative) 
positive | | 
4 
after a | 
mon 
be i 
treatment drug - bacterial aie sick Nocardia 
failure resistance pneumonia pneumonia suspected 
v v 
achat. oe - antibiotics TMP - de 4 cdg Ax daily 
specialist or J weeks [nen 
ue pon \see below) prophylaxis 2 tablets daily 


The table below shows the main bacterial pathogens responsible for super- 
imposed pneumonia in smear-positive PTB patients ond the treatment. 


PATHOGEN TREATMENT 


Streptococcus pneumoniae. . . penicillin or TMP-SMX 

Haemophilus influenzae... . . amoxycillin or TMP-SMX 

Staphylococcus aureus... .-. flucloxacillin or chloramphenicol 
Gram-negative bacilli... . . chloramphenicol {and gentamicin if necessary] 


10} PI NEUROLOGICAL PROBLEMS 


| 


A wide variety of neurological problems may occur in TB/HIV patients. 
The common presentations are the following: 


© acute confusion 

© chronic behaviour change 
© persistent headache 

e difficulty in walking 

* poor vision 

* burning sensation in the feet 


Neurological problems by reputation are difficult to diagnose. In fact, they are no 
more difficult to diagnose than other problems, provided that you take time and 
care. You have to lake time and care to obtain a detailed history and perform a 
proper neurological examination. It is usually necessary to oblain some, if not all, 
of the history from the patient's relatives or friends. Some simple districHevel 
laboratory tests on blood and cerebrospinal fluid (CSF) are often helptul. 


WiPENN Silsaesieiye es 


ro 


—— 


10] 6 | Py Chronic behaviour change 


The differential diagnosis when a TB/HIV patient becomes acutely 
confused includes the following: 


a} acute super-imposed infection, e.g. septicaemia, meningitis, malaria; 

b) hypoxaemia, e.g. pneumothorax, pneumonia, heart failure, anaemia; 

c}) metabolic disturbance, e.g. secondary to diarrhoea, hypo-adrenalism:; 

d) adverse drug reaction, e.g. acute confusion may be the first sign of 
drug-induced acute fulminant liver failure {a useful test, if available, is 
the prothrombin time). 


Always check a blood film for malaria. Do a lumbar puncture if the patient has 
meningism and it is safe to do o lumbar puncture. Other investigations depend 
on the laboratory facilities available and clinical clues to the diagnosis. 


Chronic behaviour change, i.e. over a period of months, is usually due to 
AIDS dementia or progressive multi-focol leucoencephalopathy. These-are 
untreatable. Since the diagnoses are clinical, you must rule out other 
treatable possibilities. Send blood for syphilis serology and [in endemic 
areas) microscopy for trypanosomes. |f lumbar puncture is safe, send CSF 
to the laboratory to exclude chronic meningitis (e.g. cryptococcal, TB). 
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A CLINICAL MANUAL 


TUBERCULOSIS AND Hiv 


10] 6 | 3 Burning sensation in the feet 


schistosomiasis . 


_. . . identification of eggs in stool, urine, 
or rectal snips 
myelography 
_. . syphilis serology, CSF findings 
Ne anaemia with raised MCV, low serum vitamin 
degenerationof the cord B12 level 


neurosyphilis .......... 
subacule combined 


Spinal cord schistosomiasis is difficult to diagnose, but schistosomiasis is 


easy to treat. Consider a patient with a spinal cord problem who lives in 
an area endemic for schistosomiasis. Give empirical treatment with a stat 


dose of praziquantel (40 mg/kg} while pursuing further management. 


SNETER Pentxien oo ce a 


PRACTICAL POINT F 
if a patient receiving ethambutol develops 
difficulty seeing clearly, or has problems 

perceiving colours, stop ethambutol. 


Cytomegalovirus retinitis can cause poor vision but is rare in African AIDS 


patients. The diagnosis rests on the characteristic appearance on 
tundoscopy of a necrotising retinitis with perivascular haemorrhages and 


exudates. The treatment with ganciclovir or foscarnet is prohibitively 
expensive in many countries. 


HIV may couse a peripheral neuropathy, often worse when a TB patient 
starts isoniazid. The teatures which may accompany the paintul burning 


sensation in the feet include distal weakness and atrophy with absent 
ankle jerks. 


Prevention 


It resources allow, all TB patients should receive pyridoxine 10 mg daily 
Qs prophylaxis against isoniazid neuropathy. Otherwise reserve 


pyridoxine prophylaxis for HIV-positive TB patients and TB patients who 
drink alcohol. 


Treatment 


Treat patients with establisned isoniazid neuropathy with pyridoxine 100 
mg daily. Amitryptiline (25-75 mg at night), phenytoin {100-300 mg at 
night), or carbamazepine (100-200 mg 2 x daily) may relieve symptoms 
in HIV neuropathy. 


Approach to management 


Fever usually settles within 2-3 weeks of starting anti-TB treatment. Further 


fever may signal a drug reaction or a disseminated infection. The table 
below shows the approach to management of further or persistent fever. 


FEATURES ACCOMPANYING FEVER LIKELY CAUSE ACTION 
SN PO Re «Res 3 drug reaction... ... Stop anti-TB drugs 
weightloss .......... disseminated infection. . Examine patient 


progressive anaemia 


or pancylopenia investigations: 


© blood film for malaria 


® blood cultures 


® consider lumbar puncture 


© Start antibiotics for 


suspected septicaemia 


Disseminated infection 


Disseminated infection carries a high mortality. The table below shows the 


wide variety of pathogens which can cause disseminated infection in 
TB/HIV patients. 


PATHOGENS CAUSING DISSEMINATED INFECTION IN TB/HIV pAneNTs 


BACTERIA MYCOBACTERIA VIRUSES OTHERS 


Salmonella typhimurium M. avium Cytomegalo _— Leishmania 


Streptococcus pneumoniae complex (MAC) virus Cryplococcus 
Pseudomonas aeruginosa 


Staphylococcus aureus 
Other Gram-negative bacteria 


AtH BUEZHLIO 40 INIWAZOVNYVWwW 


g 
mm 
P 
a 
od 
bal 
Le] 
0 
Vv 
bal 
> 
iA 
taal 
” 
2 
a 
- 
“\ 
2 
< 
9 
7 
“| 
ba] 
r 4 


Zt ) 


€8-78 PC P66l PAY | 

IMojOY- ‘aiAuo)g 

puo ambBuoy!) ur syiGuiuaw jODd0IQ|AID) "YY OQuinDUOMYy ‘Gg JeYOY 

‘P66 ‘OABeUSS) “sasDasip 

payiwsuoy Ayonxas jo juawaBouoyy ‘Sgi\y vO awwoibolg jOGOIN OHM 

‘$66 | ‘DAaUad 

"yOOgpuDdy 3102 awoy Sqiy ‘Sgi¥ vo awwoBolg jogo) OHM. 

Z66| ‘OAaUad ‘suol1aishyd 

JO} jONUOW O “O2DujY UI Si Sgi¥ yO euwoBolY |OGID OHM 

‘£66 | ‘DAQUaD “vAaIP/IYD u! UONDAJUI AJL] JO juaWeBOUDW 

JODIUN|D ayy 104 SAUIJAPINE) “S| vO awwOsBOlY JOGIIN CHM 

“166| ‘Orauad “syNpPO UI UONDaIU! Aj} JO JusweBOUDW 

JODIUIID ay) JOY SAUIIEPINC) “Sqjy vO aewwnsBoly |OJO|IN OHM 
ONIGVIY YIHLUNA YOI SNOILSIOONS 


‘4 


‘sjuawajddns proses YIM Si juewWIOas) “(UIDIdwWO4H) 
sI$u2 jOUasPOOPNasd 10 spuD\B jOUEIpD au) JO gj WO YsiNnBuljsip 
Of NDYJIP SI SIYyy “SIOUSIPO BulsyOIDeU BsND>D UDD snu|Ac}|OBaWO|AD 
wuisijpuaspoodApy 
e 
‘uiod aasijas djay Aow sgiySN ‘siulol ows sjayjo Ayonsn Ayjodosyyo 
PEJOJALAjH “SyuYyO Ajai) jNg sujod juIO! sasnod UAaJO apIlwWOUIZOJAY 
: Ayjyodoiyssay 


‘ADM ONSN BY) U! BIN|IOJ YOSY jO9I] “a’N[!OJ D@Y Jo sisouBnip 
jOYUaIa}IP ay UI AYOdOAWOIPIOD aayseBuUOC. pajOjas-A|H 1EP!SUO7 
AysodoAwoipip> aaysabuoy 


‘ADM jonsn 

DY} Ul SUONIAYU! {204 AsOUUA JOS), “UAW}OSJ DyIDads Ou Ss! Say] ‘aBpwop 
joua) aaissai6Boid puo awospuAs Syorydau sasno> Ayjodosydeu pajjal-AjH 
bi aspasip jousYy 


{| J COL * OZ YOU ssa}) Mo} Ss} jUNOD jajajo}d 
ayj puo Buipaaq si avayj j! djoy Aow spiosaye asop-yBip4 “sjaayja-apis Brup 
Quo OiuadojAd.0qQwOsU) SUNWWIOJND PeoNpul-Ajp4 BIO sasNOD UIOW du] 


7 


‘|D'UASSA J] UOISNYSUD4) POO|G ‘PIDD I1/04 puo UO4! “@niyoddns si juawjoos) 
‘sjpayje-epis Bnup ‘suoydaju! juaundUOD ‘uoissaiddns mouow peonpul 


‘NH ‘@| ‘Buimoyjo; ay) jo Auo oj anp aq Aow syuatjod Aj}H/g] U! O1wedUy 
pimaDuy 


‘AddiayjowsayS IxOjOQJAD YIM Ware 100d s1 sisouGo1g “sOWwOYdWA; 
anissai/B6p ‘joo1dAjo Buidoyaaap jo ys pesoesdu! |O 810 sjuayod Sgiy¥ 
WINOMAWLAT 0) 207. 20-8 0 * 2 ee © 


"$}Oy1dsoy |0sjUa> aWOS UI 

ajqnjionn aq Aow Adnieyjoipos puo Adojaujowey> 3xOjO)A> “uIlod snei[a) 
djey Aow (sqivSN) sBnip Aiqjowwoyjul-yUO |OPiOsa)s-UONy ‘Asoj20jsyOsun 
UajO S| |UBWJDS4) “Sy HuyOey 10; seqiNOsas Pay!WUi) SADY Se14jUNOD Auow 


‘Sy 0} anp Ajgogoid si! juawjOe1 gj-HUD Buunp suoyouyyus Bun, aaissasGoud 
JO UOISNYa JOUNa|d 0 jo juaWdojerag “Sy YIM JUSHOd AjH/g] O JepIsuoD 


“s}assen Poo|q 

OWS PUD s||sd ajpuids jo uo|O1a}}O1d joaidAy smoys ABojo\s!}4 ‘DysouBoIp 
s Asdoiq 0 ‘\qnop JO asOd uj ‘OWOUDJSW PUD ‘sisopIods0s ‘Asoida| 
‘SPIOJ}O} YIM BSD UDD UOISNJUOD ysouBoig “s6a] pud 820; ay) UO Sy 
UJIM DWAPSO UAIJO SI BI@Yj “SANUNSIP Ayonsn si e.uoioaddo jod1uy]D eu] 
“WAIPJODVEd PUD ‘4904 jDuYsajuloySOB ‘oinajd pud Bun) ay; sewyewos 
PUD ‘YjNOW PUD U!ys ou Ayjonsn ynq ‘Apog ay JO sod Aubul j2a}}0 UOD S> 
(sx) wwoouvs S,ISOdyN °° *** SinouIny 


SLNJILVd AIH/Si NI YNIO AVW HOIKM SWI18OUd AZLVITU-AIH BWINLC 


*sjpjidsoy joujued AuoW puDd sjoydsoy jouisip ul 

Q|GO}IOAD jou AjO@UEB 910 jU@W{OS4) PUD $AI}!|!90} dysouBpig ‘aiaymasya 
UDY| OINJW UDJOYOS-qns ul sjuayod Sqjy U! Ayuanbes ssaj $iNd30 sy) 
(OYW) xejduo> winian'w pasouiWassig 


“ulnimoyuab 

pun unjioidwip 10 jortuaydwDsO]Y> YIM juajOd ay) jO9) ‘Olwa0d\das 
joadsns NOA }] “SdOIQYUD |OJASS O} jUDISISOd BJO waunuiudy *S 

jO sujoays Audyy “OOHj\y UDJOYOS-gns u} sjuaOd aaiisod-AjPy ul OlWaDd\des 
JO SOSNDD PSY|USP! ISPYOWWOS ay] 91D sNIDODOWNUY PU wanawiyday’s 


AltH Q@nNnNv stisotnoauaanei 


anww tWIinits WwW 


EEIEY senerits or support FROM LOCAL HIV/AIDS CARE SERVICES 


EXE intecrarep system OF HIV/AIDS AND TB CARE 


TB/HIV patients may receive care in different settings. These settings 
include the patient's home, local health centre, district hospital, and 
tertiary referral hospital. Coordination of care in different settings promotes 
continuity of care for the patient. 


In the case of TB/HIV patients, sometimes the patient knows that he is 
HIV-positive and later on deveiops TB. More often, he only finds out that 
he is HIV-positive after he has developed TB. In either case, the TB control 
programme needs to collaborate closely with other services providing 
support and care for HIV-positive individuals. The clinician who treats the 
TB/HIV patient is in a key position to refer the patient to appropriate 
services. 


The HIV/AIDS care services available vary from place to place. They 
include HIV/AIDS community support groups and HIV/AIDS home care 
schemes. The TB/HIV patient may gain the following benefits from the 
support of local HIV/AIDS services: 

a} emotional support; 

b} early identification of any new infections: 

c) symptomatic treatment in end-stage disease: 


d) support for his family. 


An integrated system of HIV/AIDS and TB care uses available health 
systems to provide continuity of care for TB/HIV patients. The chart below 
shows an integrated system of HIV/AIDS and TB care. 


Buwr> @GHBEAWNtauoO°o?d:? 


SN ELAES ANEBBEKAAIG Ww 8 


e 


diN 21 Suipio220 sjuayod g] jo juaweGbouow parcidwi ul syMS9s SIYL IN 
Sy PUO S19UOH}2OIG ajOaud uaa UO!OIOGO}|O> eSO|> aq pynoys aay Ayjoap| 
S4QUOIZIDIA JOIIPIU! BJDAId 


YyjOq JO Jayla OF 06 0) ascoy> sjuayod Aupy) ‘suaj0ey 
jOUCHIEO4 OUO SJQUOHYDOID jOD!|Paw ajOAud sapnjdu! sO\Das ajoAud au). 


404295 B{DAMd F- 


siuaod AjH /G] JO 2102 JO Aynuijuo> 10} jUNPOdu! SI SIAYIOM BJOD 

SQiv /AIH PUOo }OIS a2sas YOEY joiauaG Udamjag UO!||OIUNWWOS PCOS 
juswjOas) G]-uuO 1940 10 Buunp sjuayod ul swa|qaid Pa|O|a1AjH YOWWOD 
jO31, PUD AyyUAaP! O} uorisod POG O U! BID [O|S AJOF YIJOSY Asowid OS 

[Z sxaIdOy> as) SdIAIAS YOSY jorauab yim payouBaju! st iN 0006 v 


J@Ae} 24D> YyajooH Aapuitdg IP 249) 


4i.N aut O} Asossadeu so Jaja1 Pud juSWjOEs GLUO YIM swalqoid 
3siu602a! uOD japiAoid a19> aWOY SQIV/AIH 24! ‘OS|V Adosauy parsesgo 
Aydauip ao1aoid Oo} JapiAoid 9109 BWOY SGIV/AIH @yj asiniedas puo 

L104} O} BJOIOGOYO? UOD gINy ay) PU eWaYrs 9109 eWOY SqIV/AIH PYL 
jaD1AOIG 3109 BWOY Pasimadns PUO PSU!D4) O Aq uouonsasgo j2as1p Jepun 
UsWIOS)| G}-!1UO SIY BAIBIAs Oj BNuUI|UOD O} sPasU juaiod g} auy “eweyds 
ajO2 awoy O uO juaifod pj /g] © 10} yBnous jou s) aUd|O e109 aWOH 


UOOWOJU! BOW JO} , YOOGPUO} A/0D AWOL SIV, OHM ei! 
BAS ISaUN|OA AjUNWUIOD JO JBYIOM 109 YIJOBY O 9q Aow Japiaoid 3103 aWOY 94] 


sjuayod Sqy JO; e109 awoy apiaosd sadinlas 3109 SgI¥/AIH 2WOS ‘ajqissod so 
SWOY O} ASO{2 SO 3/0I Oj $59990 YIM juayod ay Buipinoid sudaw 2405 Ayunwwo7 
SAAS 3109 SGI / AIH O Ayoaup SUDO 13}91 UOD {JOJS S9DIAJAS YI|OBY |OJOUAC) 


Agiunwmwos o44 ui aanD>D =F» 


(dossossiw wnynds 10} giNj ay) OF sIDadsns gi 1aja) PUD yBnos 

DUOIYD {NOGO sjva!]I SO P{NOYs sasJUa2 BY) U! {O15 ‘jUOOdWI $1 SAsjUaD BSoU| 
UjAA UONOIOGOWIOD JIN “GL pasou6oipun poy aijua2 Busjsay Asojunjon puo 
Bunjasuno? Ajp ey) Suipuayo adoad jo %9 joy pemoys opuoby ‘c}odwoy 
ur Aonis y¥ Ql aAoy Aow saijuad asayj Guipuayo ajdoad ay jo awos ‘sasjua2 
Bursar Asoyunjoa Pud Gurijjasunod AjH MOU 9/0 A184) SeI|!> puo suracj Auous ut 


Sy Fa | - - egenueemeasemee® 4 TED 


x e7 


SOMOS COW / AHL O! sjuaOU Alp} yy jy Jeuejs! 

Asoa ou] saqjowoid SGIV/AIH 10} 1OjOUIPJOOD jINNSIP oul Uy UOSTO! 

jjOIS diN jOUIsSiG ‘SdIV/AIH 10} JOJOUIPIOOD jOUISIP O SI Bids SJINISID AUOU 
uj Ajjouuapyyo> Puo seysim sjuaod j2edsai O} jUOHOGu! Si | “S@D1AJES 
SaIV/AIH Oj |ONE}o) j\daDD0 Oj JOU BsoOUD sjuaijod AIH/GL ewes 


SedIAsas SCI /AIH Of Ayz@s1p SJUBOG 1849) OF 

a{qissod SI |! UBHO ‘suoyosiuD6i0 AjuMuWod Puo (SOON) sudyosiuobic 
jOjUawUseA06.UOU "JOSH JO Aysiunyy apnjoui sediaies SQIV “AIH 

\O20} JO SIOPIAD!d ‘suayOd SAIISOG-Aj}y JO} S]QOJ!OAO B10 SO21\408 

SaIv/ AIH {ODO} jOUM MOU Of peou JjOIS dlN puo QdIAJOS UyOoOU jOJQUSCc) 
O'S dN Aq payoddns 

‘sauijapin6 dN of Buips0230 stuayod gj eBouow jjO\S S21AJes YyOoY 
joreuaB ay) ‘s}@ra] 3109. yjOSY Asowisd QUO jINISIP Syy jO JOY; SUSU 

siy| “(Z saidoy> aes} serIAses yyjooy jorauad ayy YIM SaitAj2O ;OUOD 

ql jo uoyoBajul S$! IN |MJsseIINs O jO sasnjoe} juOUOdWI ay) jO SUD 


JO12491 
agjoudoiddy e 


SOON YIM UOSIONe 
yaut) JO Buypuopje SOON YiIM YOS!Ol]e 


SPUNOM JO BID}~e ~~ UOHOINPA YIjO&He 
ssaul]! Pa|O}aJ a109 pasog-awoy 
AH JO juaujoas| jo UOISIAJOANS @ 


YIM 22U0|dWO> ssouy]! 


“2 


aualBdy |OuOsiad Pa|OjAs-AJH jO Deh SEAIET jou 
UONIANJe jU@WIOSJ} dn-moyjOje pun-sisouBoije- 


pe ee 
RSet 


aN: aks © 


sjoadsns_ gl jo 
JO YO'Da}EaG~e jUEWIOsJ) dnmo}jOje 
voisiasadns |Ode sj2adsns JO UONI9/8Q 


oS. Sgr - 


AIWIOY PAUION | yyO}s aYUaD YORBH — OS jOydsoyy QUISIG adpnG4e! 
puo sosiasadns Bw; 


ae ASSGa * ‘ 
pasog-Ayiunwiwos a. 28 


SJQPIAOI 8109 


ee ABR at: teousnt’> 
<——> RNS ASS oor pe 
SOM1UED YIJOSH <—>* [OUGSOFPPUISIG. 


S@D1AJ05 94B9 SGIV/AIH 12201 08 (5449598 BE ofa 


At @NY SISOTIHMIUBSBNHS 


> 
a 
ie 
4 
A 
> 
= 
3 
> 
z 
é 
» 


x ‘ ee | - v 


A CLINICAL MANUAL 


BaemrcuL.osiso AND Niv 


ti S| 3 Care at District Level 


EE (4 Tertiary referral care 


guidelines. However, a private practitioner serves the community and 
guarantees his TB patients good care by following NTP guidelines. A private 
practitioner can register the patient with the NTP and share continued 
management. A private practitioner does not have to give up his patient entirely 
to the NIP :t he does not want to. Some TB/HIV patients prefer to go toa 
privale practitioner for perceived reasons of confidentiality. Ino country where 
the NTP is very good, many patients will pteler the NIP to a privaie practitioner, 


Traditional practitioners 

TB isc difficult disease for traditional practitioners. Many don't understand 
it, don’t know how to cure it, and don’t have the drugs. General health 
services can collaborate with traditional practitioners. For example, 
traditional practitioners can recognise who is a TB suspect and tefer to the 
general health services. Traditional healers often have an important role in 
providing support to people with HIV-related disecses. 


Primary health care staff can manage mony HIV-related problems in the 
health centres and dispensaries. Sometimes TB/HIV patients develop 
problems requiring investigations and treatment unavailable at primary 
health care level. Then they need referral to the District Hospital, either to 
the outpatient department or for admission. After appropriate district 
hospital management, often the district level staff can refer the patient 
back to the primary health care or community level. Good channels of 
communication promote continuity of care. 


District level staff sometimes deal with difficult problems of diagnosis or 
'reaiment. The patient may benefit from transfer to a tertiary referral - 
hospilal. It is usually wise to obtain advice on the telephone before 
'ransterring the patient. This is to ensure that the specialist agrees that the 
Patient is likely to benefit from the referral. 


SUGGESTIONS FOR FURTHER READING 


YWHO Global Programme on AIDS. AIDS Home Core Handbook. 
Geneva. 1993 


YVHO Global Programme on AIDS. Provision of HIV/AIDS care in 
fesouIce constrained seltings. Report of a meeting. Geneva, 1994. 
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CHAPTER 12 


PREVENTION OF TB IN HIV-INFECTED INDIVIDUALS 


[EX introouction 


From the public nealth point of view, the best way to prevent TB is to 
provide effective Irealment to the infectious TB cases. This interrupts the 
chain of transmission. Good treatment programmes cre the best 
prevention prograinmes. HIV-infected individuals are particularly 
susceptible to infection with M. tuberculosis and the development of TB 
What are the ways of protecting HIV-infected individuals from exposure !o 
TB in health care settings? What is the role of BCG2 Can we do anything 
about those HIV-infected individuals who are already infected with M. 
tuberculosis and have a high risk of developing active TB2 This chapter 
addresses these questions. 


| 
| 
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PROTECTION OF HIV-POSITIVE PERSONS AGAINST EXPOSURE TO TB. 


HIV-posilive patients and staff in health units face Caily exposure to TB 
The risk of exposure is greaiest in adult medical wards and 7B wards 
where there are many PTB cases. Offen the wards are crowded and 

badly ventilated. We do not yet know the size of this risk 


re en cee 


| Prompt diagnosis and treatment of patients with sputum smearoositive PTB 
} 

| helps to reduce exposure to TB. Outpatient diagnosis and treatment o! 
PTB patients avoids hospital admission. This is an advantage in 

| decreasing exposure to TB in hospital wards. In some NTPs there is o 
move away from an in-patient intensive phase towards out-patient 

{ 

, management. 

Ui 

| 


Known HIV-positive health workers should not work with PTB ootients 
They should therefore not work in TB wards or adult medical wards 


12] 2 1B Environmental control 


| Good ventilation helps reduce TB transmission indoors. Sunlight is c 
‘source of ultraviolet light which can kill TB bacilli, So ideally, wards 
| should have large windows. 
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mA CLINICAL 


TrUuUBERCcCULOS!IS AND Hiv 


COUNTRY TB PREVALENCE WHO RECOMMENDED POLICY 


REE se eG ts a BCG for all children (according to standard programme} 
except children with symptoms of HIV disease /AIDS 
RO eee Do not give BCG immunisation to HIV-infected children 


THE ROLE OF THE EXPANDED PROGRAMME ON IMMUNISATION (EP!) 


| — BCG is not the only immunisation in the EPI which may help to protect a child 
against TB. Measles and whooping cough lower a child’s resistance to TB. So 
whenever you treat a child for TB, check his immunisation record. If he has not 
received scheduled immunisations, encourage the mother to bring him for 
immunisations, once symptoms of TB have resolved. WHO has collaborated 
with UNICEF in establishing guidelines for immunisation. The recommendation 
is that individuals with known or suspécied asymptomatic HIV infection should 
receive all EP! vaccines, according to national schedules. 


TEED Peevenrivermearment 


| The aim of preventive treatment is to prevent progression of M. tuberculosis 
infection to disease. A 6 month course of preventive treatment with daily 
isoniazid (5 mg/kg) is effective. However, preventive treatment for all 
individuals infected with M. tuberculosis is not a recommended TB contro! 
strategy. It is not feasible to try to identify all individuals infected with M. 

| tuberculosis. TB disease develops in only 10% of all individuals infected 
with M. tuberculosis. So it is not costeffective to identify and treat all 

| infected individuals in order to prevent disease in 10%. 


However, it is possible to identify certain groups at high risk of 
progressing from M. tuberculosis infection to TB disease. It may be cost- 
effective to target preventive treatment at these high-risk groups. 


1121 5 | im Target groups for preventive treatment 


Young children are at special risk, especially if they are HIV-infected. HIV 
infection, in children and in adults, is a potent cause of progression of 
M. tuberculosis infection to TB disease (see Chapter 1). 


Infants of mothers with PTB 
A breastfeeding infant has a high risk of infection from a mother with PTB, 


Gy 


broad ‘ 12] 5 | ya Role of isoniazid preventive treatment in HIV-positive individuals 


ON ee tlh et I A LE 0 AR I att papa ot, a eran! ye + nes Sie om 


a eee 


emergence of drug-resistance [if the 


and a high risk of developing TB. The infant should receive 6 months’ 
isoniazid treatment, followed by BCG immunisation. An alternative policy is to 
give 3 months’ isoniazid, then perform a tuberculin skin test. If the skin test is 
negative, stop the isoniazid and give BCG. !f the skin fest is positive, continue 
another 3 months’ isoniazid, then stop isoniazid and give BCG. 


C".ildren under 5 years of age 

It is important to screen child house-hold contacts of adults with sputum 
smear-positive PTB (see Chapter 4}. Screening identifies those children 
under’S years of age without symptoms. Give these children 6 months’ 
isoniazid preventive treatment. Children under 5 years of age with 
symptoms need investigation for TB. If investigations show TB, the child 
receives anti-TB treatment. If investigations do not show TB, the child 
should receive isoniazid preventive treatment. 


INDIVIDUALS 


HIV-infected individuals 

Controlled clinical studies have shown that isoniazid preventive treatment 
reduces the risk of TB disease in HIV-positive individuals also infected with 
M. tuberculosis. The evidence of M. tuberculosis infection is a positive 
tuberculin skin test. In HIV-positive individuals, the extra benefit of a reduced 
risk of TB may also be a reduced rate of progression of HIV infection. 


IN HIV-INFECTED 


The theoretical benefits of isoniazid preventive treatment are attractive. 
The table shows the potential disadvantages and necessary precautions. 


NECESSARY PRECAUTION 


POTENTIAL DISADVANTAGE 


| do not give to people with chronic 
= disease or who drink alcohol 


e 


in all cases exclude TB disease by 
patient has undetected TB disease — chest X-ray, 

and not just M. tuberculosis infection) in cases with cough of 3 weeks’ 
duration or more by sputum 
microscopy 


2 funding must be from sources other 
than NIP (e.g. AIDS control 


PREVENTION OF TB 


iN 
Seterny ge izes eee *  UOWOI!AOD 
Ze ‘PvE : : ~ % . eR ak Cee Nok Cen g Mak 1 PE aa Guipuly-2s0>) 
ee *ap 5 = gigqynouagny JO SUOWIUYEP PSO) 
ee ee page ene erate er eS uooeso> 
58 a ee Se Sg a Ny ee eS ca es LONGn, S eu wen uioAwoasd07) 
et SOi SL eee sisolpipudo™) 
SRS a ee ard x -sisojpaiy2uolg 
oie? o> > ee aE ye OWOUIDIOD |O!YDUOI 
ZS ‘Ov tv Sag ania * So Se eo > “gsaussajyjOe1q 
58 ‘22 Se cate Sie oe ne eo a te g| auog 
Oo ——e Yar eee Sa ~  yaDQ ayaVaqN| 4O poaids poolg 
io* . Ser pd AEs eee PS aE Se oinajd 
ec ‘ me NL ee yc a SSE gh 1oaugj|ied 
io”: PEt te apou yduA\ 
i? Asquowjndoyxe Oo} yoooiddo aysouBboip 
Asdoig 
SZ : fd a ewe 8) eee te Ano OHM 
ie lemme ee PEE GI yim sseyJOW JO S|UOJU! 
al TARR PER acre. eet a oo uorDeIUl AIH 
I ecient oe eae Sh gine tag Ts 909 
Sol — -- , P > ATR 4 ae ee eS oat A sisourBoa jous|o0g 
ET ae ane een o1uownaud joue|90g 
a Be aN oe OWS 
ev inte. = 4 ats eee oe eT ee ON ee owo|IGiedsyy 
rc a snojnd1aqny 'Sallasy 
ZO - * oath Le A ay (Sed roe le Se Fee eae Sica SJQD1N snoyjudy 
wes Bee ty 5 tle 1 a ea ae uor20 jo sapow 
i a -- + (s6rup gy] jOWUesse OS|O gas) sBnup g|-WUY 
ZO ~~ * OP ce in ie: woe ae ee ee ge ee en eee res ee SIN [IYD sojnOuyy 
Nl 196 SQ Pe o1waouy 
es Leen gerne 8 #2 SOM jonua® /[OUY 
ees UOIUYSP BS09 OINUH> OHM 
Rg rg ps oki + PE OSA ee ee Rally 
Z8 ‘aS ‘TZ -« Re ee ee A Oe ee ae sisoNDIAgn puo|6 jousipy 
Re a 2 rere 11209 ISOPPIOY 
ea: AyjodouapoyduiA; snojnaieqn| 
vv ‘Ey es: twee rena ea 8 NS, PR Oe Bun| 
' ssaosqy/ 


| 


i 


G7 
£79-599 '6 ‘S661 SAY Aijoe! ay! PHO asiwasd 2y| 

“UoHDQU! AIH U! SIsOjNDIEqNI 10} Adosay) anyuardig ‘Hf S¥9!2d ‘Ty ueug O 
VIENDE 89 E66! 

psozey jooiBojoiwap!az Ayaan (GUNl) 25995!0 Gun] puo sisojnqeqn| 
jsuloBly uoluf) jouoHOusa}Ul ay) PUC ‘Sgiv uo agwwosBosg |OGO|D FYI 
puo awwoboly sisojna1aqn, OHM 94! JO juawajols juiol \y “S|ONPIAIPU! 
pajrajul-AlH Adoiayy aatjuarcsd sisojnagn, ‘GILWNI/OHM 

‘C6G | ‘ONBUPD ADO 

UOHOSsSIUNWUWY “UOIOSIUN WU] puo SQUIDIOA JOJ awwosbosy JOqIO ‘OHM 


‘6861 (OHM “AQUED) Id] A Komajob - 95g ‘vo1ouls204 DOE puo 
sisojnaiaqn| POOYP|!4) ‘YOOSIUNWW] UO awwoibolg papuodxZ OHM 


QNIdW3e YIHLUNI YO4 SNOILSIDOONS 


“SIONPIAIPU! P2|>2|9$ ul PuO (SJaI POS ‘SJ JOM YOSY ‘AsOj204 O U! SIQYIOM 
‘6'a} sdnoi6 parejas Ul 9|01 0 anoy Aow juawjO2st aAyUsAeid PIZO!IUOS| 
“SQUJUNOD goua|Onesd qy yty ul suosiad aniisod-Aj}H 40) jUeWIOes 
SAUaABIAG OIZOIUOS! poaidsapim puawwode! juasaid 0 jou SPOCP OHM 
‘gouojsisal Bnup uo j2e\j@ Puc ‘o0dwi joyua|od ‘Ayiqourojsns "jSO> 4194 MOU 
O| PAaU SAA “UOHOA|OAS peau sauiwos6oid jUsWwjOSs) aauardsd pIZOWOS| 


‘1USWJDS4| aayuardid PIZO1UOS! JO UO|DJep!IsuoOD PUO Buiusai2s 
gj ideo20 9) jUo|DNI9! aq Aow jam |e8} 04M suosiad aaisod-aiH [2 


‘sisojnDaqny "WW YI pajdeyul suosiad 0 Ayyuapt JOU ||! Bursa} 
Uys UlINDEQN| Aq sisojnaaga “WW 10} Guiuaasas OS “jS9) UNYS uljNDIaqny 
anyoGeu 0 andy sisojNaqa W YIM Pajsayut suosiad anisod-pjH Auoyy (P 


“suOYdajuL MAU O} BNP UayO S! gj! PON} Aq JIM jUsWIOSI aayusraid 
PIZO|UOS! JO BsINOD O JO SSAUBAIIOHS OUI OS jUaWOSs) jO SYUOW 
9 au) Buunp Aju UO!|Dajul MoU JsuUIDBO {9jOIC |JIM jUSUOF4I anyuanad 
PIZOIUOS| “UO!|D@jU! MEU ©, Auow MOY PUD YOHIA4U! PIO jO UOI|OAIIDOS) 

Qo} anp a0 Auous Moy JOU OP 9M 'g| dojeaep suosiad anisod-ajH Yay, (? 


‘Aiarxoy Brup 30} Buvojwuow jueyod puo aQuodwod juewjoe} ‘gsoasip 
g] jo vorsnjoxe AsOjDOJSHOS BsNSUS O| ajonbepou! vayO 3)0 sadunosay (G 


‘suosiad aanisod-AjH ||O 4° yoipodoid |jOws 0 SI suosiad aatj!sOd-Aj} UMOU} 


ajqolins jo Jaquinu syj OS ‘@|QO|!0AD Aap jou st Buysay AlH Asoyunjon {Oo 


-sanjunod Buidoyaaep ul ajO2s EPI 
5 UO [UaWIDA!| @AU@AaIG PIZOIUOS! |O Aiqisoay Sy Uy SUOYOUNUY 310 Bay| 


< Coearsic er ey ae he ee 56 144,112 POOMASENGI 2 RG a ipa ce eo Oe be ee ee IC 
& Carvicitis . . . Why. S04 be kh oR ee oe. 104 oe nal OEE oi ee te 26, 27, 59, 75, IK 
3 RO a RIG ear 2 Penge aan acyl 104, 105 Diticully walking. 0 oh Yer Po Ge. 5 os oe ae I 
’ Ge hash pees reser s, BUM etna y Ries 38, 46, 50, 52 Disseminated infection’). a0 Soeleres Tee 1] 
d Creo s..d ed aos 5 eh RRO CES aw Bb, 34, 42 | yo hs IRR oa 3 oe fea nee Ra ret 107, IC 
Children Directly Observed Therapy (DOT)........... oy gees 35, 85, 12 
2 apetetich io cladnosis.. <.. .WWib- babies" .. ca: ca ccs 62 CRN NCVER, hn ee ee ee 12 
Rete =. <1) oy ee re es 125 BL | a 21,8 
9 clinical recognition of HIV infection. ................ a5 RT ST ie ae ga oe a Re a © 20, 33, 85, 8 
4 : contacts of infectious adulis...................... 67 Dinig sige Chects meri. G sds deka eee ee 95,9 
\ b, colifaminels soi AR ah ES ky 26 Education of patients to prevent TB transmission...... =... 2... 12. 
= | differential diagnosis of pulmonaryTB............. ‘omit Environmental control measures to prevent TB transmission... . 123, 12. 
2 | Expanded Programme on Immunisation ............. 126 EMMA NOC REM 1 FL ee rece eo ace ys FO 2 
z i Hivelotee 1B so a. eee bid oe 31, 66 gal acl ade: Rt ee, ee A 84 
y | BU TSR Sis. < 2552; oss ae i BE cc he, 76 Ethambutol.......... paths 0 ae Ag MMRRBES eon ee ee 84, 96, 98, 114 
impact of HIV infection on TB diagnosis.............. 66 Sribianide: Auer econ. eee. oes. 8S 
<q preventive treatment... ......... eee chine ot Ge 67, 126 Siigpelmonary TB te Fos ey Eaitie as 22, 30, 46, 81, 82 
score system for TB diagnosis.......... 0.0000 ee. 63 Ciinious mesinedls 2.e) Uitte te Soke ee 87, 92 
side effects of cnc Richins ied ee ee a 96 DERI OS ey ae eee aie aan tie ks + pee 124 
"heakuert Mier 26 be nS eee hee Oe 65 PONTE g OTR large aeret 37 oat nese 27, 38, 64, 75, 97,115 
> bebserennnr Resting 25 ce ere re eer: nd 0 ogee 65 AGE UNOTP SAI ei kg eaecris. tA; bck. Ve ee 39, 40 
“ Sn ae ee | PED Abe Se ease ate = ee edie 104 : Flow charts 
i | ~ Chronic béhovidur change 5 7-50. ele ce 11] identification and management of child contacts ....... . 68 
| Chronic obstructive airways disease... ................ 42, 109 investigation of lymphadenopathy.................. 48 
Q Chostvichunrn Cancer 3-3 Bee a es ee eee 108, 109 management of HIV-positive TB patients who fail to respond or 
z | Code for TB treatment regimens............... Sear he sy 86 deteriorate while on anti-TB treatment... 0.2.2.2... 110 
¢ : COCRE ISIS sed 2. ne a hee Si be SR Ss 93 management approach for persistent headache... .. . . 112 
| ongesdive cotine teilieriacy pues ats a, Cee A253 Coe oe ee 62 
" | Conpmetiviis, phiyctentlor®. 62 222.2050. 2 ek a oe a Di Gastrointestinal tuberculosis... 2.2.2.2... .. . 02 Sapa OF 
= | . Connective tissiie disease: o5 hi 8e geAtysl ee, 44 SUMMA M Be ee wee 22, 58 
" | Continuation phase of treatment... 2. ...0.00..0 00 ee. 86, 87 ee Ree as vane y. Poo Ss ge ee 2 wm 304 
0 | Cul orig 5, Se eee RS 227282 62, 75, 109 ; ee MI, cn. eS meee - izaste ae 58 
a | - Cryplocaccal meningilia:. 0 owe ee eee 26,-56,.4:12. 113 CONTI OES) AO Sa toe eR ee, ee rg aT 
5 | Cryppespordin:. 8. oe eee, 108, 109 Ci gh ee a a as ge a am ‘+ >. a OA 
v Cothee, sputint. o3 oi) occ, (es eae eo an 62 ermine mOM eR A OPS... 2/7 
& | (Core, delinition : 0.205% ayia ee 2 i celine 92 Slams AONCUS aOR, UL. SUM le a. ek 110 
ww Cycloserine: .°s..64 sig do ee ae 89 ol) A ne. er 38, 42, 43, 46 
* Cyiomegalowing =... Sauber uae 67, 108, 114, 117 Toc el USEL'EDS Sue oe ies «en a ; oS 
3 Dactyltis, tubercullotiac 2.25 Gh ep Os eh ies ee 21 pea BE iin Myce es oa) % ts... ... 24,96, 97,98, 101 
bs Defoult, definitieit i. sin4:2. 4°27 a aie iae 5 cae Re es 92 fn UME DMO en Ss oa onl. x. « AP ea OS 


Os ew” Bu, oo 8 pe Se sein ON EE a asdojay 
80 i a red Aas ie aes Sane Ce ae eee uooipAyay 
Sit Tih 86 'S6 ee ee i ee er ae auixopiiAq 
sel “OO! 186 06rOk: CASE FANS nse ea apwouizoiAy 
901 a eo sd ees ee ed eS sysoAWoAg 
Z ’ { Oo eae ae att ae acai ela sole St ee ssaosqo WT TeyTe| s1uaGoAY 
aay Sines Pee if Rate aie sIsOUOS4 
29° > U@apyY? PAPSYUEAIH Ut sigouBoIp jOYUIE}}!P | 
uaIp|!y> 
emesis. 25> apie aes oe +++ gspasip jo suiayod 
Or ‘Sp sesoasip Arquowjnd PajOjesAlH J24!0 Buiysin6uysip 
aoe sBurpuyy Aos-x Sey? JO gisouBoIp [OyUssey!P 
ZV fg ot i ee sisouBo1p jOuUasayIP 
7 Bee ees a Adodsoi3iw JOSWIS wnynds 2ysouB6o1p 
Ree." ho Se Se ysooiddo 4sou6o1p 
Rete +: > sade oS sainjoay JOU! 
a a sisouBDID ul sADLX {SY 
s||NPO 
OP eo oa re qi Asouowsing 
oo, ER ee ee ae ssquoiyjaoid jooipaw IDA 
1Z eer +2) > ae, eee SE xa\dwo2 Aowlig 
Fiala ieee ees < s - “sainso@W {OUOD jOjUaWUOIIAUa 
| RR re a ae 904 
ee ee a eae ie sigojniaqny JO UO!UaAS!d 
vol ‘68 ‘OL a ee ee ee Ragen Sah a alee A a Biss AnuouBeid 
got ‘ZOl ‘66 16 SOK i fale (juaujOO4 pIoJa\s OS|O 99s} BUO|OSIUPS)q 
Zz9 ‘2Z , \ Ca CS came te eel rane Se Tt Asowudsog 
ere xosOYjOWNeUd 
UES ai a eed o1uowneud !U0D sysAQOWNaUd 
06 ‘78 ‘18 OS eceeea: Se snoNaiaqn| “UOISNS josne|q 
ieee eae uoIsnye JOIPIOIuEd 
16 ‘06 ‘78 "te “ez Fo Pe ak Be A A ee Ghee & ewe SIIPIODUSY 
eyA RP Se eee toe ee * ee ane a al jO sisauaboujog 
901 ORE BP Sa ere a Ce ile et aa ema Bagiy SHNDNJOY soindog 
VV AT Tee eI A ee ea acai a aes ae asoasip’Bun| jouo1jodn29E 
gee cane yng OIPIOI0N) 
Al { ‘ZI i ‘ i i i Pe a toyota toe) a ae syiydAsounan| 
Meroe ce pe ’SE °° awwoi6olg sisojNagn| |OUOHON 


a ae ES 


ieee xajdwoo WniAo WiN}/8}20902 i 
Li) ae ee winuo21yO wnh1sa120GOOAWy 
(2 Sci Ee aie ar gj wojsisar Brupaynyy 
901 ee Oa CN Tae SRS ee gee tie arp "ag 68 18a ore wnsoi6ojuo2 Wwnrsnyjoyy 
Pee ee gy Ao 
60l 'B0l CR a ere eee eR aS orpuodsoi1y 
Z\ See ee ned siGuiuaw siyosya /ajn20qns 
Ms Solel oa” BL ere th, Soir) One Od ie lee sisou6o1p jouesay!p 
Wee ee gnojnovaqni’sis8uueyy 
Boos ee jo22020)0A19 ‘syiBu1uew 
oe eon Uaspyy> “YOUUINUOW 
i aa owoudusAy 
ict Oise aioe ac amas eee eee a wnesauan OwojnuoBoydwA) 
v9 'LZV 1E oO PRE LOK fat! AyjodouapoydwiAy snojn219qnl 
Ye Og a ee AyjodouepoydwiA) pasyoreuab juaisissad 
6V Sache ony a bok 4 a a 2uoineddo joa1Bojo1s!y 
gi © uoyOByseauy Jeyyny a}O21PUl yoiym sapou YdwAj jo sesnj09} 
6V '8Y Pe un Ms SF. oPaeite seme aa , Bese, Octal ha” 0 beet) ei OS hg Asdoiq 
oo eae tiles Ayjodouapoydwi| jo voyOoByseau! OF yoooiddo 
} sepou ydwa} 
29 Dee ee ein cs SE GS ie ‘ SQOMS jos6uAs0} 
GhecoG ye ee ee OWODIOS s,1sod0y 
7 eee Be cece Cad SS eee oe eae Fear ae UaAWOUOY 
601 ‘80 | k 3 te We, Poa Ce ek ee Re 129 oredsos; 
7Z\ ‘921 Vit ‘OOl ‘86°96 SO VB WO Ss eso ae pizpiuos| 
Ore Ae ee ee - + a109 gp puo SaIW/AIH PaIa6a1u4 
SRP EEE Oi) 5 pier i phate Diaries uausjoai yo as04d JONNY} 
oe at ae YO Se ogng journ6y} 
cs cate ee eee Bene ge eek kt hah RO Ree SS obyedwy 
CZ | (yoNOStuNWLL| LO auwoi6oiy pepuodxj pud Ng BI gas) UOOSIUNWU| 
uk ee Suoys09) AuaisuasiedAyy 
Z\L ‘8S Seek e eae + 2) EOS = : Sees sss ts uusqquaspoodAy 
Vee Me ee te SIU YjJOSY Ul VOISSIWISUOS| jo uoyuenasd 
9% ‘cZ sehen a’ °3 Pe ater ee KE SEN er eR ae eee eA eee Aoisiy jounjou 
NRE ion ean ot Dagan sisoueboyjodounuut 
Be aes henge 5190} 21509 '@| P2I0|9-AH 
eZ Ae a sine Ach TRS fe Re ete SS Te ABojonwepide 
ga cine ok et Yoyowoju! punc16420q 
AIH 


ee A. Bh eh ap ate) 4 Oe 9 08 HA EN jJolsOz sada 


Attn anv sisotnouzaant 


YwDIintto Ww 


4 
z 
q 
: 


A CLINICAL 


TUuBERCWLOSIS AND Hiv 


MN... . TT ee eae mre 0 ae Wig 
BeMereme UNO WEEE TE. oc emcho ssn cccage.. 22, 58, 90 
Pac. Pc awh wae kde Te te ar 86, 87 
Rigmnicin.. .. 84, 85, 88, 89, 90, 94, 96, 97,98, 100, 117 
RARER MER C8 acs OO ig aera oe eh a. 63 
RE oe 8 ee ce a BG 44,116 
Re. oat Se eae yp he. 99, 106 
PMO CH GE ne ee ee 89 
Sexually transmitted diseases........................ 23.103 
| a ie SC ae ee ee eae 69, 108, 109, 115 
PTI a ay i eee Ae a ee 114 
PRI «eho ten ae es cI ee 108, 109 
Shortcourse chemotherapy .................... 84,35, '83 87 
MNO. oe er a a oct NM garam Regt a 22 
Source of TB infection ............... Pee Ca 19, 34, 63 
SEO PRUNE oa us ee dae PS 
Spinal block, in tuberculous meningilis...................... 90 
Spinal cord disease.............. iS ES yer: LES 4 
SPOGHIB 23 oe. eet eae ote Caen eS 22, 58-59 13 
Souk smegr micfoscopy: 2.4 4iS) os ag ee 34, 37.38 

CORN 2. septate ere te ce my ic) 62 
SMaphiylgboceys ures nS i eee ed WHO ANS 
Steroid treatment, GOR’. Popa ee ee Sane 90, 9) 
Streplococcus pneumonioe..................... ASLO, AVS 
Seepomvein.. ko 84, 85, 88, 89, 90. 96, 98, 100, 10] 
Syphilis 

PUI ait pe sia egagiadicny hc Ser ve A 104 

LL? | ee es eee ae eat SZ AT Iie es tal 
Target groups for preventive treatment......... AON aS 20 126 
Regt fot TD cei «i nial aa gate Uk began Ig. 34 
Tacebeiaane 9) na 72, 84, 88,90, 94, 96, 98, 99 
Trombocyigpeniac<. .-°).) Uaa paeee cae 69-96, 97, lW7 
Fine, 5 hae A sad oie lt Aacetlng iy eee Ge 106 
Tongphosinasit 3.2 4504... ae ee > ee oe 112 
hroditional procitiqneti-s 0. 4, i. Sges oe 2 ees, 0 122 
Transfer out, definition... b De oa. hla do Ae ao oa 92 
Treatment of TB (see also anti-TB COS st. Sy ee a 34, 83,119 

default, definition..0.5.5) ¢ 8) ae oa ge 92 

loilwe, definition... i i:0.°, 3c, ee eee ae Seen 92 

modes of action of anti-TB CNS. 5) Sei pee 84, 85 


monitoring of patients during treatment... . . . 9}; 
National Tuberculosis Programmes ... . 33, 34, 35, 36, 121 


recommended treatment regimens.................. 87 
recording teatment outcome .........,........... 92 
OH os a eRe ke ae 30, 94 
hesponse to traciment Pl Se 93,94 
eee i tiohg Ore eiony o> oe 89, 90 
standardised tealment categories... «sds 82 
Sid lh ia ee 90,91, 99 
, Realtpricomooias oh 1B. no. cavcrvs) 6 82 
treatment regimens of anti-TB drugs.........20~0.~2 2 87 
lignenignds vagMiatE i s..P 26205 2. ys Oe dba 104, 105 
iheiie hoctiii « leg ees os, ee 19, 20, 38, 61 
Tuberculin skin test... 2... 20, 37, 61, 63, 65, 66, 68, 127, 128 
Tuberculosis (see also individual petting) ir udin oa ee 19 
eae tarts 57a CT ben Oy ie, aay) ae 19 
a Gane ee. eo a 33 
Gintacsiban cil >... Fat 37 
Gumpiossanchilen. eee eee 8 61 
Jig oo cc, tc) i a a re. 29 
MUM Se i iinet a 20, 62 
prevention in HlV-infected individuals............. 123 
RS i Se Ee ihe. < 34, 37, 38, 122, 124 
JUS 1) 2 Reed aa i Oe oe a 34, 83, 87, 119 
Ee | ne ee 104 
RABI? iM. ae ff 104 
OU pigs 27 ane Lae na "+ hn 
Voluntary HIV testing centres. 2.020. | ,. 2 ae 
SMR See on ea lan a . ES 
WUEIGINUGSS hoy os ee oe. og See ee, 27,87 163. 75 108: Vis 
ZiehlNeelsen stain... |. . ees Ee Pika s ee 


MATERIAL ON HIV/AIDS 


SENT BY 


MEDICAL MISSION INSTITUTE 


AIDS AND INTERNATIONAL HEALTH DEPARTMENT 


SALVATORSTR. 22 
D-97074 WURZBURG 


GERMANY 


Faithful but fearful: 
reducing HIV transmission in stable relationships 


Isabelle de Zoysa**, Michael D. Sweat** and Julie A. Denison* 


AIDS 1996, 10 (suppl A):S197-S203 


Keywords: HIV prevention, stable relationships, heterosexual transmission, 
women, gender, communication 


introduction 


Most HIV prevention efforts have focused on discourag- 
ing behaviors associated with a high risk of infection, 
such as having unprotected sex with numerous sexual 
partners. In addition, the majority of HIV control pro- 
grammes have targeted ‘core groups’, that is, segments of 
the population with a high rate of sexual partner change 
who are considered to be high-frequency transmitters of 
HIV and other sexually transmitted diseases (STD) [1]. 
These approaches have helped to focus limited resources 
on behaviors that carry the highest risk of HIV infec- 
tion, and on population groups that are critical for 
propagating and sustaining the epidemic. However, they 
have tended to convey the message that HIV infection 
can be avoided by keeping to a single partner and shun- 
ning members of identified core groups (such as sex 
workers). There is increasing concern that this does not 
serve the needs of the large number of persons who have 
only one stable partner but who are exposed to HIV 
infection because their partner was infected before the 
relationship began, or became infected following other 
sexual contacts or intravenous drug use [2-4]. 


In this article, we make the case for intensifying efforts to 
reduce HIV transmission in stable relationships. We 
argue that a significant and probably growing proportion 
of all HIV infections is being transmitted through sex 
with a stable partner, and describe the limitations of 
existing approaches to HIV prevention in addressing this 
problem. Finally, we discuss how to go beyond simple 
admonitions about monogamy or prescriptions about 
universal condom use to develop realistic solutions for 
reducing HIV transmission in stable relationships. 


The risk of HIV transmission in stable 
relationships 


How risky is sex with a stable partner? 

Sexual and other risk behaviors are highly heterogene- 
ous [5,6]. The risk of HIV transmission in stable relation- 
ships will therefore vary in different settings. Risk factor 
studies provide useful information on the behaviors that 
are associated with HIV infection in a particular setting. 
In general, such studies show that the relative risk of HIV 
infection increases rapidly with the number of sexual 
partners [7-12]. ; 


These results could indicate that persons who have 
remained with a single partner in recent years are at low 
risk of HIV infection. A closer look at the data from a 
risk factor study conducted in Rwanda shows how mis- 
leading this conclusion may be. In this study, Chao et al. 
[13] documented an overall HIV seroprevalence of 9.3% 
among a sample of 5690 pregnant women from a rural 
area around Butare. Seroprevalence was related to the 


number of sexual partners over the preceding 5 years. 


Seroprevalence was 56.4% among women who reported 
three or more sexual partners other than their current 
stable partner during that ime. However, seroprevalence 
was still high, at 6.7%, among the women who reported 
only one sexual partner over the preceding 5 years. Fur- 
thermore, since women with only one recent partner 
formed the majority (83%) of the study population, the 
actual number of HIV infections they presented was 
higher than those found among women with three or 
more other partners (319 versus 53). 


These findings are in line with other observations from 
similar settings [7,10] and indicate that a high rate of 
partner change is associated with an increased risk of 
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HIV. However, the risk of HIV infection remains unac- 
ceptably high among women who have no other risk 
factor than unprotected sex with a stable partner (even 
accounting for some underreporting of sexual partners). 
Because such persons form a sizable proportion of the 
population of sexually active adults, the attributable risk 
of this ‘low-risk’ behavior, that is, the proportion of all 
cases that can be attributed to the behavior at the popu- 
lation level, may be considerable. 


These findings are not confined to sub-Saharan Africa. 
In the United States, heterosexual transmission of HIV 
may follow a similar pattern: most sexually active persons 
have only one stable partner, but a large number are indi- 
rectly exposed to HIV through their partner's sexual or 
drug-use behavior [14,15]. It may be that, in the United 
States, the number of sexual partners is not the dominant 
factor in heterosexual HIV transmission, at least for 
women [16]. . 


The magnitude of HIV transmission in stable relation- 
ships is clearly context-specific. We predict, however, that 
it will occur to a significant degree under a wide variety 
of epidemiological scenarios. In settings where HIV 
transmission is highly focused among core groups — for 
example, a small number of female sex workers who have 
sex with a large number of men — infection is likely to 


be amplified and spread rapidly among the sex workers, 


with subsequent slower spread to male clients and, even- 
tually, the stable partners of these men [17]. In the 
absence of vigorous and purposive action, extensive 
spread to these stable partners will be inevitable in coun- 
tries such as Thailand [18], where most men who visit 
sex workers also have wives or other stable partners 
[19,20]. 


HIV transmission in stable relationships is also likely to 
be a problem where sexual networking extends through- 
out the population [21]. Mixing between groups with 
different levels of sexual activity may generate a slower 
but more widely disseminated spread of HIV infection, 
leading to a large epidemic in the so-called “general 
population’ [17]. In high HIV seroprevalence areas, a 
substantial proportion (14-19%) of couples are serodis- 
cordant, exposing both men and women to the risk of 
acquiring HIV from their stable partner [22,23]. In low 
seroprevalence areas, repeat exposure to a single infected 
partner may be more important than a high rate of part- 


ner change, because the likelihood of selecting an 


infected partner in the first place is lower [24]. This is not 
to suggest that the number of partners is irrelevant: it is 
obvious that increasing the number of partners increases 
the risk of selecting an infected partner. The point is that 
limiting oneself to a single sexual partner is rarely 
entirely safe, and in some settings may be very risky. 


Women at risk 


An important observation is that the odds of HIV trans- 


Mission in stable relationships are pitted against women, 


Women are biologically more vulnerable to HIV infec- 


tion [6,25]. Women are also more likely to be exposed tg 
sexual contact with a stable partner who is infected, fo, 
several reasons. First, in most areas, the prevalence of HIy 
infection is higher among men, increasing women’s ris 
of selecting an HIV-infected partner [26]. Second 
women enter their first union at a younger age, givin 
men more opportunity for sexual contacts before hey 
enter a stable relationship [27,28]. Third, men tend : 
have a greater number of unions over their lifetime [28]. 
and polygyny is more common than polyandry. Fourth, 
men have more sexual partners outside regular partner_ 
ships than women [5]. Women are therefore more likely 
than men to be infected by a stable partner. However. 
data to substantiate this point are scarce. Surveys that 
have identified HIV serodiscordant couples indicate thar 
the male partner is the seropositive member in the 
majority of cases [24,29,30], although in some settings ir 
isthe other way around [22]. However, such Cross- 
sectional surveys cannot determine whether these men 
and women were infected by earlier, long-term sexual 
partners, or by casual or commercial sex partners. 


Barriers to the prevention of HIV 


transmission in stable relationships 


Our concern is that, in some settings, sex with a stable 

partner carries a significant risk of HIV infection and 
represents a common route of transmission at the popu- 
lation level. Unfortunately, there is evidence that it can 
be difficult to apply recommended approaches to HIV 

prevention among persons in stable relationships. First, 

there is a widespread belief that sex with a stable partner 

carries few risks. Second, communication between stable _ 
partners about protective behaviors is compromised by — 
prevailing norms about partner and gender relations. 

Third, condom use and other risk-reducing behaviors 

are problematic in long-term unions, not least because 

they preclude many of the expected benefits of such 

unions, such as procreation. 


Assumptions of safety 

Behavioral theory suggests that perceived risk of HIV 
infection is a powerful predictor of risk-reducing behav- 
ior [31-36]. Unfortunately, many seen. unable or unwill- 
ing to recognize that they may be exposed to HIV infec- 
tion in their stable relationship, even when they are aware 
of their partner's past or current risk behavior. 


The dominant discourse in most settings implies that 
‘normal’ sex with a stable partner is safe; it is sex ‘outside’ 
with occasional and therefore ‘promiscuous’ partners 
that is risky [37,38]. Many prevention messages, such as 
‘stick to your partner’, ‘love faithfully’, or ‘love carefully’ 
reinforce the notion that HIV infection only strikes 
‘others’ who deviate from the norm of loving, faithful 
and trusting relationships. Thus, monogamy is somehow 
constructed as a protection against HIV [4]: many believe 
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that they are not at risk of infection because they have 
only one sexual partner, even though they cannot vouch 
for their partner's behavior [39-41]. Furthermore, mar- 
riage and other stable relationships are frequently built 
on premises of trust, which require partners to accept 
that they are safe or else admit that the relationship has 
failed [42-44]. Acknowledging a partner's risk behavior 
may be too painful or threatening, as it raises other prob- 
lems perceived to be more immediate and ménacing 
than the risk of HIV [45]. ‘Assumptions of safety’ may 
overcome suspicions of danger [42]. 


Communication failures 

Poor communications between men and women about 
sexual and reproductive health matters severely constrain 
the adoption of risk-reducing behaviors [46]. In the con- 
text of long-term relationships, opportunities for such 
communication may be even more remote, since part- 
ners believe that they ‘know’ each other and sexual activ- 
ity is routine. It may be difficult for one of the partners 
to raise concerns about HIV transmission and attempt to 
change long-standing behavior patterns. This breaches 
norms of trust, silence and discretion [42-44], and may 
be interpreted as an accusation or a confession of infidel- 
ity. 


Negotiations about safe sex within a particular relation- 
ship are also constrained by prevailing gender relations, 
which tend to discourage mutually respectful and equi- 
table decision-making [46,47]. Whereas family systems 
and sexual roles vary tremendously across cultures [48], 
gender imbalances are widespread and entrenched. 
Women are frequently charged with the responsibility of 
initiating HIV preventive behaviors in stable relation- 
ships. They are often, for example, expected to challenge 
their partner about their risk behaviors, and to insist on 
condom use or refuse sex [39,49]. Some women do 
manage to effect behavior change, using persuasive, sub- 
versive, or, if necessary, confrontational techniques 
[39,50-52]. Unfortunately, most women are still at a stark 
disadvantage in relation to men in asserting their sexual 
and reproductive rights. 


Challenging men’s control over sexuality may be even 
harder in the context of marriage, as the majority of 
women, at least in the developing world, are socially and 
economically dependent on their spouses [53]. Legal and 
customary practices regarding child custody, property 
ownership and inheritance deny women assets that 
would enable them to negotiate effectively [46,48]. The 
irony is that where women’s sexuality is very restricted, 
both their risk of contracting HIV from their partners 
[5] and their need to negotiate safer sex is greater, yet 
their bargaining power is weaker [46,54]. In these cir- 
cumstances, their choices may be limited to ‘social death 
or biological death’ (55). 


Meanings of safe sex 

Mutual monogamy, partner reduction, condom use, and 
abstinence are among the safer sex options that are pro- 
moted by most HIV prevention programmes. What is 
the potential for their adoption within stable relation- 
ships? 


Mutual monogamy is the only option that is specific to 
persons in stable relationships, and there is no doubt that 
it will be protective for many couples. However, mutual 
monogamy presumes that both partners have agreed to 
remain faithful, and will keep to the agreement. Further- 
more, mutual monogamy is only useful if both partners 
are uninfected at the start of the relationship. 


Many individuals, especially women, do not believe that 
their partners are faithful [50,56]. Their fears in many 
instances are well grounded. In 14 Global Programme on 
AIDS (World Health Organization)-supported sexual 
behavior surveys conducted in Africa, Asia and Latin 
America, the prevalence of sex outside stable relation- 


ships in the last 12 months ranged among men from 2 to 


51% (median, 28%) and among women from 1 to 19% 
(median, 8%) [5]. The gender imbalance in these data 
reflect a pervasive double standard in which pre- and 
extramarital sex are condoned for men but condemned 
for women [48]. Women are more likely to remain 
‘faithful but fearful’ [57]. 


Reducing the number of sexual partners is also not very 
helpful in decreasing the risk of HIV transmission in a 
stable relationship unless both partners change their 
behavior, as either partner may expose the other to HIV 
just as readily as a casual partner. Unfortunately, messages 
about partner reduction usually imply that individuals 
have a choice about their sexual relations. The reality is 
that social, structural and environmental factors play a 
major role in shaping sexual networking patterns and in 
influencing risk of HIV infection [58]. Migration and 
industrialization, for example, can lead to the separation 
or disruption of families on a massive scale, driving both 
men and women to seek partners other than their 
spouses for compelling emotional and p-actical reasons 
[48,55,59-61]. Poverty and economic stress take a par- 
ticular toll on women who have fewer economic 
resources and opportunities. Many women have to take 
on additional sexual partners in exchange for the money, 
goods or favors required to ensure their survival and that 
of their children [4,48,55,62-64]. 


Condom use is the mainstay of efforts to reduce sexual 
transmission of HIV, but condom use is rare in stable 
relationships, except possibly in a few settings where 
condoms are actively promoted as contraceptives. There 
is little evidence that major changes are occurring yet In 
the face of AIDS, Numerous studies indicate that sex 
with a stable partner is less likely to be protected than sex 
with a casual partner [19,65,66]. Even persons who are 
convinced that condoms are effective and use them in 
casual relationships may not use them with their stable 
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partners, suggesting that there are other constraints at 
work. There are, for example, many reports of sex work- 
ers who insist on condom use with their clients, but do 
not use condoms with their husbands or lovers [67,68]. 
The fact is that condoms have been tainted by moral dis- 
course [63,64]; they are deemed suitable for use with sex 
workers and occasional lovers [19,69], but not within a 
stable and caring relationship (38,70,71]. They are for 
‘women of the street, not the home’ [3,72]. Numerous 
studies among HIV serodiscordant couples have shown 
that unprotected sexual relations may continue even 
when both partners know that one of them is seroposi- 
tive and they have been counseled about the risk of 
transmission [23,29,73,74]. 


The potential for other safe sex practices is similarly con- 
strained within stable relationships. Abstinence is an 
unlikely option, particularly for women in settings where 
sexual services are considered a conjugal right and a 
man’s prerogative [53]. Even occasional refusal of sex 
may lead to problems [51,75], and, if prolonged, may be 
grounds for desertion or divorce [63]. Finally, a compel- 
ling problem with abstinence, non-penetrative sex or the 
use of barrier methods for protection against HIV infec- 
tion is the effect on fertility. At the present time, couples 
who wish to have children have no way to eliminate 
possible transmission. Yet sexual relations and procrea- 
tion are intimately linked in many cultures, and the abil- 
ity to have children may be central to the self-worth of 
both men and women and the continuation of the union 
[69]. The prospect of childlessness may easily outweigh 
the risk of acquiring or transmitting HIV [52,64]. This 
may partly explain why counseling has a negligible effect 
on contraceptive use and pregnancy rates among serop- 
ositive women [76-80]. 


The way forward 


The high cost of protective behaviors for persons in sta- 
ble relationships suggests that blanket solutions, such as 
universal condom use, will not be appropriate or accept- 
able in most settings. Intervention approaches need to be 
developed that address the specific concerns and issues 
faced by persons in long-term unions. The social envi- 
ronment that affects behavioral change also needs to be 


aL We believe that action is needed on various 
nts. 


Implementing purposeful interventions 

There is an urgent need to develop, strengthen and 
expand interventions that provide relevant HIV preven- 
fon services to persons who are in stable relationships 
and who are generally not targeted by HIV control 
activities. In the first instance, more should be made of 
existing programs, such as family planning and maternal 
health services, which are well-established in most areas. 
Such services provide unique opportunities to deliver 
STD diagnosis and treatment services to women, who 


_are generally poor users of STD clinics [1]. In addition, 


family planning programs could make a major contribu. 
tion to increasing ¢ondom use, by emphasizing the dual 
role of condoms in preventing infections and unwante 

pregnancies [82]. Finally, family planning and antenatal 
staff are well-placed to counsel women about their 
reproductive health and help them identify preventive 
measures suitable for their situation. More resolute and 
rapid expansion of efforts to integrate STID/HIV pre- 
vention activities into family planning and maternal 
health services is required, supported by research to 
resolve operational problems and to document and 
evaluate program activities. | 


\ 


Another intervention that is widely advocated for HIV 
prevention [83,84] and that may be particularly helpful 
to persons who are in stable relationships [75,85] is HIV 
counseling and testing. The potential contribution of 

voluntary HIV counseling and testing services to pre- 

vention efforts is still under debate, and there are con- 
cerns about the feasibility and cost of expanding such 
services in developing countries [86]. However, there is 
evidence that HIV counseling and testing directed 
beyond individuals to couples can lead to significant — 
behavior change, especially in high seroprevalence areas _ 
[87]. Encouraging results have been found among dis- _ 
cordant couples [23,29]. More research is needed to 

assess the acceptability and impact of HIV counseling 

and testing services for couples in facilitating communi- 

cations about safer sex and in reducing risk-related 

behaviors. | 


Finally, more experience is needed in community-based 
approaches that encourage and facilitate behavior change 
in areas where HIV transmission in stable relationships is 
a concern. One innovative project in rural northeast 
Thailand demonstrates how cultural forces that put 
women at risk of HIV can be eroded through commu- 
nity action. Project activities aimed at changing commu- 
nity norms about HIV/AIDS involve married, monoga- 
mous women in encouraging their husbands to use 
condoms in commercial sex encounters and in discussing 
ways to ensure that HIV is not transmitted between 
them, thus breaking the ‘norm of discretion and silence’ 
[44]. Further efforts are urgently needed to develop 
interventions that engage individuals, groups, and com- 
munities in finding their own solutic 1s to reduce HIV 
transmission in stable relationships. 


Addressing gender inequalities 

Interventions that enable and empower women to take 
action for HIV prevention are urgently needed. Encour- 
aging results have been seen in peer support or 
community-level projects that build upon women’s — 
capacity for informal organization and existing support — 
networks [52,54,88,89]. These projects have primarily 
targeted women, many of whom are in stable relation- 
ships, and have shown that women can be mobilized 
around the issue of HIV prevention and provided with 
the skills and support to negotiate safer sex with their 
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partners. However, these efforts are hampered by the fact 
that recommended methods for reducing HIV transmis- 
sion are under the control of men. The development and 
evaluation of female-controlled methods of protection, 
which ideally can be used without men’s consent, such 
as vaginal microbicides, is of highest priority [90-92]. 


However, an exclusive focus on women will Be insuffi- 
cient. Men still dominate decision-making in the sexual 
domain, and remain gatekeepers to sexual and reproduc- 
tive behavior change [64,93,94]. Inevitably, the coopera- 
tion of both partners is required to negotiate and sustain 
HIV protection in a couple. Therefore, more attention is 
needed to understand and reconcile the contrasting per- 
spectives of men and women, and to increase male 
responsibility in sexual and reproductive issues, including 
HIV prevention [93]. Real attempts to involve men in 
this way in either research or intervention projects are 
very scarce. 


Tackling structural and environmental constraints 

To effect pervasive and long-lasting shifts in behavior, 
action is needed to change the political, legal, social, eco- 
nomic, and environmental context in which such behav- 
ior changes take place. There have been few attempts to 
intervene on the structural and environmental levels to 
stem the HIV epidemic, and when such interventions 
have been attempted, they have rarely been evaluated 
[58]. Even small-scale environmental interventions could 
make a difference, such as providing migrant workers 
with housing and services for their families at their 
worksites [58]. Eventually, structural-level interventions, 
such as changes in laws and policies related to marriage, 
divorce and child custody, will be required to change 
social norms about sexual behavior and to create a sup- 
portive environment for more equitable decision- 


making in families. 


Conclusions 


Many uncertainties remain about the future course of 
the multiple epidemics that make up the HIV pandemic. 
Nevertheless, it is evident that increasing numbers of 
persons will acquire HIV from their stable partners. In 
the early phases of an HIV epidemic, infection is usually 
concentrated among groups of persons with high rates of 
sexual partner change. These core groups are at the 
center of sexual networks, and infection can spread rap- 
idly through these networks to other persons. It is often 
said that those at the periphery, such as monogamous 
men and women, are of less public health significance 
because they are at the end of the line of transmission 
[95]. Unfortunately, this preoccupation with transmis- 
sion dynamics has obscured the fact that very large num- 
bers of people may be affected in this way. 


Few HIV control programs have made a serious effort to 
deal with this problem. In fact, many programs have had 
the perverse effect of conveying the message that sex 
with a stable partner is safe sex and of limiting the use of 
condoms to high-risk situations. We believe that HIV 
control programs should reflect a greater awareness of 
the dynamic nature of the epidemic and concern about 
the full range of population groups who are affected. 
They need, of course, to work to change risk-taking 
behavior and should give due attention to core groups. 
However, they should also take into account the fact that 
many other persons may be at risk of HIV, not because of 
their own behavior, but because of the behavior of their 
partners. 


We do not advocate an undiscriminating approach along 
the lines of ‘everyone is at risk’, which can lead to denial 
and dilute control efforts, Rather, we feel a need for care- 
fully crafted messages that avoid stigmatizing specific 
groups and provide the required iriformation and sup- 
port to enable people to conduct their own risk assess- 
ment and to make their own informed choices about 
HIV protection. There are many constraints to behavior 
change in stable relationships, and it will be important to 
engage individuals, couples and communities in devel- 
oping their own solutions to reduce the risk of HIV 
transmission. 


None of this, however, will serve much purpose unless 
we confront the gender imbalances and structural factors 
that fuel the epidemic. Both men and women can 
acquire HIV infection from their stable partners [22], but 
women are more vulnerable because of gender-based 
power relationships, their social and economic depend- 
ency on men, and the pressure on them to bear children. 
They should not be expected to shoulder the responsi- 
bility for reducing HIV transmission, but be empowered 
to protect themselves and their families. Similarly, we 
need to go beyond interventions that seek only to 
modify the behavior of individuals without altering the 
forces that promote risk taking and discourage risk 
reduction. The containment of the HIV pandemic will 
only be possible in the long run if there is a commitment 
to social change. 


Finally, a research agenda that supports these efforts 
needs to be developed and undertaken. First, descriptive 
research is required to better understand sexual behavior. 
These studies should go beyond a simple count of sexual 
partners to investigate sexual networks and sexual roles 
and to explore communication and negotiation proc- 
esses within different types of partnerships. Second, 
intervention-related research is urgently needed to 
develop and evaluate promising approaches to behavior 
change in stable relationships. Finally, biomedical 
research is required to develop improved technologies to 
reduce the risk of HIV transmission. Of greatest impor- 
tance are female-controlled methods of protection, par- 
ticularly methods that reduce the risk of infection with- 
out precluding procreation. 
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Introduction 


~ Awareness of work stress and burnout in health work 
has, after initial work in the 1970s and early 1980s, been 
given renewed impetus by recent research in the field of 
HIV/AIDS care. Since 1991, reports from many, mainly 
developed, countries have identified more reliably the 
factors that are associated with chronic work stress and 
with work reward, and gradually more reports are sug- 
gesting means by which both organizations and their 
staff may counter such stresses and prevent them in 
future. Early work on burnout in the field of HIV/AIDS 
characterized levels of self-reported stress in HIV/AIDS 
workers [1,2] along with elements of clinical engage- 
ment that contributed to stress in AIDS care. These 
included identification with gay or lesbian clients and 
with possible HIV risk [1], the relative youth of patients 
and the nature of disease manifestations, as well as the 
absence of effective cures or interventions [3], resource 
shortages and absence of clinical variation [4,5]. Subse- 
quent work has seen the increasing use of standardized 
instruments of measurement in HIV/AIDS burnout 


studies, and recent reports have focused on the relations. 


of burnout subscales to occupational field, profession, 
volunteerism, personality and non-work arenas. Sugges- 
tions for burnout management have grown more practi- 
cal as characterization data has improved across studies. 


Characteristics of work stress in HIV/AIDS 
carers 


Studies of work stress in HIV/AIDS care routinely 
appear to find high levels of morbidity [5-11]. For exam- 
ple, a London study comparing 100 oncology and 103 
HIV/AIDS staff found that 41% overall scored as being 
vulnerable psychiatric screening instruments, and 70 and 
61%, respectively, scored as having moderate—high emo- 
tional exhaustion and reduced sense of personal accom- 
plishment [11]. 


An issue emerging from data in the past year is the 
degree to which the stresses of HIV/AIDS care are 
unique. A longitudinal study involving a total of 708 
health staff from the fields of HIV/AIDS, oncology and 
geriatrics [7] examined responses to survey question- 
naires incorporating the ‘emotional exhaustion’, ‘deper- 
sonalization’ and ‘reduced personal accomplishment’ 
subscales of the Maslach Burnout Inventory (MBI) [12], 
and questions relating to social support and coping, at 
three 11-month intervals. The three MBI subscales 
reflect the degree to which respondents are emotionally 
overextended and exhausted by work, unfeeling and 
impersonal in responding to patients, and feeling compe- 
tent and successfully achieving in their work, respec- 
tively. Workers in the AIDS field showed significantly 
lower mean scores for emotional exhaustion and burn- 
out than workers in oncology and geriatrics. Curiously, 
confrontation with death and dying occurred signifi- 
cantly more often in the fields of geriatrics and cancer 
care than in AIDS care, although this appeared to have a 
stronger impact on emotional exhaustion in AIDS work- 
ers than in staff from the other fields. Overall, AIDS staff 
reported significantly fewer problems interacting with 
clients than workers in the other fields. Where such 
problems occurred, they led to a significant increase in 
feelings of personal accomplishment in AIDS staff, 
whereas they had the opposite effect in geriatric and 
oncology staff. The authors concluded that AIDS care 
problems actually appear to promote a sense of profes- 
sional identity, by confirming professional identities and 
esteem. Similarly, a London study comparing HIV with 
oncology staff [11] found that stresses repo.ted by oncol- 
ogy staff were environmental and contextual, rather than 
the personal stress issues identified by HIV/AIDS staff. 
Such differences were attributed to there being a more _ 
binding ethos affecting perceptions of work stress in 
HIV/AIDS care. Reported stresses were thus internally 
focused, rather than the more external focus on stressful 
work conditions that the oncology staff reported. 


Previous studies in the field of staff stress and burnout 
have examined differences in work stress susceptibility 
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associated with gender [13], experience [5,11], role con- 
tent and ambiguity [14], workload [15], conflicts 
between individual aspirations and organizational ethos 
[16,17], and AIDS concern associated with stigma and 
fear of infection {18]. A more recent study has examined 
differences in work stress susceptibility associated with 
profession. The London-based Multicentre Occupa- 
tional Morbidity Study (MOMS) study [11] found that 
physicians were more likely than nurses or paramedical 
staff to conclude that better service management and 
fewer patients would reduce work stress. Nurses, on the 
other hand, felt that stress would be reduced by having 
more staff and resources. Nurses were also significantly 
more likely to report stress associated with breaking bad 
news, and to have consulted a physician in the 6 months 
prior to interview. Paramedical staff felt that work stress 
would be reduced by having better service management, 
and felt personally obstructed by colleagues more often 
than nurses or physicians. Despite these differences, there 
were no differences between occupational groups, or 
groups associated with HIV/AIDS or oncology on psy- 
chometric indices of work-related stress or psychological 
vulnerability. 


A Berlin study [7], however, did find that AIDS staff had 
less time pressure and fewer problems interacting with 
their patients. When examining results by occupational 
group, these researchers found that with HIV/AIDS 
care, psychosocial occupations had elevated emotional 
exhaustion and depersonalization compared to medical 
and nursing professions, although the reverse was found 
for oncology and geriatric care staff. Medical and nursing 
staff reported greater levels of social support in the work- 


place than psychosocial professions [7,19] — the social — 


support buffer hypothesis [17] is gaining increasing sup- 
port in HIV/AIDS research [20]. 


Increasingly, findings are confirming the importance of 


many other factors in HIV staff stress. For example, clini- 
cal and social stresses in HIV/AIDS work appear to have 
been compounded by the high profile, sensationalist and 
often contradictory media emphases that the pandemic 
has attracted, due in part to public stigma and fear asso- 
ciated with myths about homosexuality [21]. In addition, 
HIV/AIDS staff are required to cope with the elevated 
stress, fears of death and anxiety associated with identify- 
ing with patients from their own age and peer groups 
[1,3], and with the grieving of patients and of their 
loved-ones and families [22,23]. Intense relationships 
have been reported to develop between carers and indi- 
viduals with HIV, and the organizations representing 
them [22]. Numbers of AIDS patients seen by nurses 
over a 6-month period are significantly predictive of 
MBI-measured emotional exhaustion, and both num- 
bers of patients seen and increases in workload or 
responsibility have been shown as positively related to 
distress in nursing staff [15]. Furthermore, health-care 
workers in the HIV/AIDS field, particularly in the first 
few years of the epidemic, experienced often unavoid- 


ee 


able role expansion as the novel pressures of their work 
have demanded unprecedented and sometimes acute 
advocacy, media participation, involvement in health 
policy formation and teaching of colleagues [24]. 


However, the notion of reward and intellectual stimula- 
tion [1] counterbalancing the negative aspects of work 
that manifest as burnout has been developed psycho- 
metrically and increasingly endorsed [8,19,25]. 


Fear in AIDS care 

Continually pressing dimensions to HIV work stress are 
the fear of infection, social contamination, discomfort 
with the sexual dimensions of AIDS, the sense of profes- 
sional inadequacy, and reward and challenge [26]. Rela- 
tions of trained staff to persons known to have HIV or to 
those identified with them by social group and affiliation 
remain complex [27]. Training in HIV and infection 
control does not automatically confer rationality in the 
practice of health care [28] (a lesson learned also in the 
context of health education and behaviour change in 
those at risk for HIV). Nurses, physicians, medical stu- 
dents and professions allied to medicine have, in many 
studies, all revealed a discrepancy between what they 
have been taught and what they do in practice, and also 
between attitudes and training [18], although an interest- 
ing and recurrent finding in such studies is that experi- 
ence and age appear to have protective effects being asso- 
ciated with significantly lower levels of psychometrically 
measured work stress and burnout [5,11,29]. There has 
been little empirical examination of the nature of inter- 
actions between health workers and individuals with 
HIV since the ground-breaking work in this field [2,27], 
although surveys of medical students in their third and 
fourth years illustrate that estimates of risk of seroconver- 
sion following needlesticks and even decisions about 
choice of medical speciality or worksite may often be 
based on active misperceptions that affect practice [30]. 


The significance of fear and stigma in HIV care for 
determination of ethical practice has been explicated in 
renewed debate, which can apply with equal importance 
to non-HIV/AIDS fields of health care, regarding the 
linkage of public health and human rights [31,32]. 


The growing recognition of stress in HIV/AIDS 
volunteers 

An important and, until recently, neglected area of HIV 
health worker research has been the interplay between 
voluntary and statutory service personnel and the mean- 
ing that relationships of this sort may have for the devel- 
opment of stress and burnout. This area is important 
because in many countries it is volunteer helpers who 
provide the bulk of community care and support for 
those with HIV, and without their continued efforts the 
edifice of community care for HIV/AIDS would be in 
danger of collapse [33,34]. An Australian study [35] 
found that stressors for HIV/AIDS volunteers were 
emotional overload, client problems for which they felt 
inadequately prepared, and lack of support and training. 


In addition, rewards associated with volunteer work were 
identified as personal effectiveness, emotional support, 
social support, and empathy/‘self-knowing’. 


A study of 1300 HIV/AIDS volunteers in Houston reli- 
gious organizations [36] reported that low levels of vol- 
unteer burnout could be attributed to volunteers opting 
in to care for others, having a strong religious ethos of 
compassionate support, close support being given to vol- 
unteer team bereavements, and psychosocial support 
arising from regular team meetings. A subsequent ques- 
tionnaire survey of 174 religious volunteers in Houston 
[37] found no statistically significant association between 
burnout and self-reported grief, although grief was inde- 
pendently associated with having less time and therefore 
experience as a volunteer, and with being unable to 
avoid the intense emotion that AIDS care can generate. 


These authors suggest that volunteer vulnerability to — 


MBI-measured burnout may be reduced if they have 
more choice over where they volunteer, how much time 
they do it, and over staying in or leaving the field. The 
strongest predictors of grief in this sample were having 
less time as a volunteer, emotional overload, and feeling 
rewarded by emotional support. 


Volunteer cohorts have been used to assess the role of 
recognition and reward [25], and social support (20] as 
burnout buffers. Lack of training and absence of a sense 
of personal effectiveness are independently associated 
with increased frequency of MBI-measured burnout. 
Support in the workplace thus appears to require greater 
focus on training opportunities for skills enhancement 
[25]. 


On scales measuring stress, social support, burnout and 
rewards, 265 HIV/AIDS volunteers in New York 
revealed that heightened social support leads to height- 
ened rewards in volunteering, which in turn generated a 
lack of boundaries between volunteer work and other 
life roles [20]. Increased perception of personal efficacy 
decreased the desire to stop volunteering, especially 
where support came from fellow volunteers, and the 
more volunteers felt supported by staff, the more effec- 
tive they felt. Volunteer retention had been predicted 
where there was a high need for personal support and 
personal control found in earlier studies of volunteer 
populations in London [38], although a further London 
study had found that poor volunteering outcomes were 
associated with wanting to feel needed and wanting to 
help others [39]. Maslanka [20] observed that support in 
the job may not be as important for staff stress reduction 
as designing stress prevention into training activities for 
volunteers and staff supervising them. Such training 
should include clarification of organizational expecta- 
tions of individual achievement [16]. 


Social context and social support 

The importance of social context in development and 
prevention of burnout had been predicted in much of 
the pre-AIDS work on burnout in health care [40—42]. 
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This area of research is especially useful as it opens up 
empirically-based options for management. A study 
from Australia [19] involving self-report questionnaire 
responses of 54 nurses, 16 physicians and 14 social work- 
ers found that burnout score was defined as a function of 
social context and the nature of the job rather than who 
was doing the job. Those with higher scores of burnout 
had higher levels of stigma and external coping, whereas 
those with lower scores had higher levels of internal cop- 
ing, social recognition and support in the workplace. The 
authors concluded that burnout may be reduced where 
staff have training in managing stress, stigma, and devel- 
oping internal coping skills and increased social support, 
particularly through support groups. The issue of social 
support has been further examined in the context of vol- 
unteer staff [20], and in supervision and peer support 
associated with ‘survival bonding’ in the face of terminal 
AIDS care [43]. 


A recent study from Milan [8] of 410 infectious diseases 
nurses surveyed with the MBI and the AIDS Impact 
Scale [19] also demonstrated that empathic relationships 
are protective for burnout, and that work stress is toler- 
ated better where there are supportive social rewards. 
These researchers concluded that prevention of burnout 
in AIDS care requires more attention given in selection 
of workers, training to be given in psychological aspects 
of relationships (with patients and colleagues), clearer 
definition of staff roles, and groups for support — once 
again, many lessons in burnout prevention trom the pre- 
AIDS era are being re-learned [44]. 


An earlier report on the MOMS study [45] suggested 
that in the current climate of organizational change in 
the health service in England, the prospects for social 
support were undermined by staff facing the threat of 
redundancy or replacement if professional vulnerability 
was shown. HIV/AIDS and oncology staff reported that 
they no longer trusted what colleagues might do with 
such information. A later study qualitatively examining 
the impact of differing models of staff support in four 
separate HIV/AIDS care facilities in England [46] has 
confirmed that lack of trust in colleagues had a material 
impact on willingness to ‘open up’ to hoth colleagues 
and to staff-support facilitators. An evident confusion 
over what support is being provided (e.g., emotional 
counselling or professional monitoring) means that in 


_ some settings the provision of staff support may actually 


increase stress in the workplace [46]. 


Taking work stress home and home stress to work 

Studies are now considering dimensions of work stress 
and burnout on non-work lives of HIV/AIDS health 
workers, an area hitherto given scant attention in non- 
AIDS literature. A recent study from Zambia [47] of 101 
HIV/AIDS counsellors revealed that 70 had a relative 
who had died of AIDS, but few of those surveyed had 
discussed the illness with the relative. Of those surveyed, 
72 worried about their own HIV status, yet 53 did not 
want to know their own HIV status, and only 24 had 
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been tested for HIV. In addition, only 27 had ever used a 
condom in their own sexual lives and, as might be 
expected in settings where sexual negotiation by women 
is still unusual, the female counsellors surveyed revealed 
they could not discuss sex with their partners or with 
their clients, 


A study of the impact of working in HIV/AIDS or 
oncology on the social and domestic lives of 203 health 
staff [48] found that friends appear more likely than 
families of HIV/AIDS staff to be supportive of their 
work, that HIV/AIDS staff discuss work significantly 
more often than oncology staff in social settings, and that 
colleagues are the main source of social contact for staff 
from both settings. Overall, 44% of staff reported work 
issues causing active conflict with domestic partners, 
mainly centring on the domestically intrusive demands 
and commitments that work in these fields caused. 


Those interviewed reported that work was responsible _ 


for domestic distress up to 90% of the time, just under 
one-quarter had reported serious relationship difficulties 
because of work, and one-third had experienced a bro- 
ken relationship they attributed directly to work. Such 
findings are not routine even where they are researched 
— no correlations between work-based stresses and sub- 
sequent social or domestic adjustment were found in the 
recently reported Berlin study [7]. 


Personality and burnout i 

The role of personality in burnout has received new 
impetus with recent research from Italy [10]. Nurses 
(n = 139) and physicians (n = 55) completed a range of 
standardized questionnaires measuring aspects of person- 
ality. The researchers found that’ burnout was correlated 
with ‘ego weakness’, not managing others and not man- 
aging group situations. The increasingly corroborated 
finding of elevated burnout scores in younger staff [5,11] 
and of inexperience being associated with lowered levels 
of personal accomplishment was also found in this study. 
However, perhaps the most interesting finding in this 
study concerned the general lack of MBI subscale corre- 
lations with standardized personality variable scores, 
although more work is clearly needed. This finding 
endorses the view that staff stress management 
approaches requiring workers to adapt and change are 
indicative of inappropriate blaming of individuals who 
are themselves expressing appropriate responses to 
unreasonable organizational conditions [49]. 


The context of Caring 

Indeed, recognition of the role of organizational struc- 
tures and of the broader contexts of sex role socialization 
and expectation in the development of burnout is grow- 
ing on the vehicle of HIV research [50,51]. A review of 
the stages of response made by the Drug Abuse Treat- 


unremitting imperatives of HIV/AIDS responses, care 
and management could overwhelm services and the per- 
sonnel within them. The actual experience of the clo- 
sure of a major peer-led community service for indi- 
viduals with AIDS in London, ‘Frontliners’ [52], 
highlighted the particular vulnerabilities of volunteer 
and peer-led bodies that struggle to accommodate the 
burgeoning imperatives and demands placed on them by 
a grateful public. The three key factors identified in the 
demise of frontliners were the lack of relevant manage- 
ment experience in those leading the organization, the 
very rapid expansion of the organization in response to 
the demands of members and funders, and the transition 
from self-help (for people with AIDS by people with 
AIDS) to service provision, undertaken without suffi- 
cient research or planning [52]. A vital question for 
future-research is how do so many AIDS service organi- 
zations in low resource and developing country contexts 
manage to survive? 


Management of work stress and burnout 


in HIV/AIDS 

—_ SS 
Management of burnout and work stress is poorly 
articulated overall and rarely with the burden of empiri- 
cal data. Increasingly, however, findings in staff cohorts 
are being interpreted in ways that provide options for 
doing something constructive. However, the tension 
between organizational and individual staff needs may 
get in the way. It is not surprising that in short-term 
financial cultures that have moved away from a service 
delivery ethos of collaboration to internal competition, 
health service employers appear to have little interest or 
sympathy for research that reveals them to be poor 
employers [49]. The following additional paradoxes per- 
tain [11]: ' 


(1) It is often organizational conditions that generate the 
stress, whereas it is individual staff who are expected 
to accommodate and adapt. j 


(2) Burnout is the consequence of chronic stress, yet 
Proposed solutions are often acute, involving semi- 
nars or workshops lasting only a few days. 


(3) Proposed solutions are often simplistic and formulaic 
abstractions of clinical processes, applied uncritically 
to inherently complex, multi-faceted and interactive 
circumstances and cognitive processes [53]. 


As noted in a recent review, ‘stress management and edu- 
cation cannot substitute for a rational analysis of the 
institutional and systemic changes necessitated by the 
growing AIDS health crisis’ [27]. Nevertheless, it is clear 
that suggestions for training offer considerable advantage 
for reducing staff stress. Untested Suggestions for educa- 
tion and training from recent studies include the follow- 
ing: 


(1) Orienting volunteers to have realistic expectations of 


what they can achieve and to what the organization 
wants [20]; 


(2) Stress management, handling stigma and developing 
social support through group interventions [25]; 


(3) Managing psychological aspects of relationships (8}; 


(4) Providing clinical management updates, and multi- 
disciplinary management of psychosocial difficulties 
and counselling for patients {11]; 


(S) Managing interpersonal relationships and group 
situations [10]. 


In describing the content of training courses in HIV 
management for physicians and dentists in Texas, one 
study [54] identified the essential components of a core 
curriculum as infection fear and avoidance, homopho- 
bia, spouse/partner fear or reluctance, identification with 
patients, anger, helplessness, grief and burnout, clinical 
skill development, patient issues of disability, disfigure- 
ment, dementia and death, and sexual history-taking. 
Gallop et al. [55] summarized the results of a well- 
controlled study assessing the inclusion of testimony 
from people with HIV in training. They found that hav- 
ing a person present with HIV, or a video of them, to be 
equally helpful. 


These suggestions for training concern facilitating com- 
munication and sharing of experience. Social support in 
the workplace is possibly boosted through such inter- 
ventions [29], although this needs testing. The relation- 
ship between provision of staff support, of a social nature 
or not, and the impact of work stress on home and social 
life (and vice versa) must be a topic for future research. 
The need to admit non-work life into work support 
programmes has recently been both demonstrated [48] 
and undertaken [25]. 


A dilemma for health service managers is that staff will 
only want to use staff support if it is ‘safe’ to do so and 
they will not be penalized by colleagues if they admit 
their vulnerability. It seems that targeting support may 
help with this, for example, to specific age groups [5,11], 
although the process then runs the risk of reinforcing 
staff divisions. Clearly, more work is required to assess the 
utility of varying support methodologies, of generic 


transferable concepts and approaches, and of means for 


measuring outcome. However, an important first step in 
improving staff compliance is to ask staff what they want 
from staff support. In her Sydney study, asking staff this 
question led Bennett [25] to characterize personal burn- 
out prevention strategies that were work-related, those 
separating work and home lives, and those focusing on 
individual needs. Studies in England [11,46] have found 
that staff required support to be accessible when they 
needed it, a facilitator whose neutrality and expertise 
they could trust (usually preferring an ‘outsider’), a mix~ 
ture of individual and group support, complete confi- 
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dentiality with support unlinked to management, man- 
agement endorsement of support-receiving, and agreed, 
clear ground rules to clarify the aims of staff support. A 
consistent difficulty with staff support has been the con- 
fusion of emotional support with professional monitor- 
ing, along with training in skills development and/or 
relaxation, and context management [46]. 


Future directions in characterizing 
HIV/AIDS burnout ' 


Much of the earlier work in the area of HIV/AIDS on 


‘staff stress and burnout featured methodological inad- 


equacies that hindered replicability or generalizability of 
results [56]. Such difficulties appear to remain in some 
areas [21], for example, in the context of work on fear of 
infection, there continues to be a reliance on survey 
methods and single item measures. What recent work 
demonstrates, however, is the growing robustness and 
utility of work in this area of HIV/AIDS care. 


There is a need to invest more in providing solid and 
practical data in this field. In the context of what appears 
to be a recurrent theme arguing for more theoretically 
driven burnout research [57,58], the argument is made 
for the further use of interview and qualitative methods 
of data gathering to allow health workers themselves to 
set the agenda on issues of risk perception and other fac- 
tors that characterize being an HIV/AIDS health worker 
under stress: 


‘Too often, health care workers’ own perspectives 
appear to be lost by the manner in which the issues 
have been framed by researchers’ [21]. 


Clearly, as awareness of the impact of HIV disease on the 
work capacities and structures in developing countries 
and non-western cultures emerges [33,34,47,59], the 
need to consider cultural and organizational factors in 
development of work stress and in development of stress 
prevention measures becomes critical. In short, burnout 
and its prevention needs to be studied in developing 
countries, where the skills of experienced health staffand 
community carers cannot easily be replaced. 


More research is needed on prospective studies linking 


health workers’ attitudes and beliefs and actual profes- . 


sional behaviour, such as the adoption of universal pre- 
cautions and avoidance of persons with AIDS. Outcome 
studies linking staff support to quality of care are needed 
more than ever. Finally, it is also worth remembering that 
health care was stressful before HIV appeared — there 
may be a great deal still to learn from related fields of 
health care, as long as the same mistakes are not repeated. 
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Are our information, 
education and 
communication-based 
interventions too 
superficial? 


Ian Clarke MB MSC DTM&H 


Co-ordinator for an operational research programme into the 
community’s response to AIDS in Luweero, Uganda 


TROPICAL DOCTOR, 1995, 25, 167-170 


INTRODUCTION 

Those of us who have had experience of working 
in the field of AIDS in developing countries have 
acquired considerable knowledge about the 
problems of combating this epidemic. 
Unfortunately, we are less knowledgeable about real 


solutions. An academic paper about the limited .. 


impact of behavioural intervention often concludes 
that more research is required. 

In East and Central Africa the epidemic has 
moved beyond the stage where it is effective to 
target high risk groups. Everyone who is sexually 
active is at high risk. Interesting current research 
has highlighted the increased transmissibility of 
HIV in association with other sexually transmitted 
diseases (STDs). However, behavioural 
interventions have been difficult to evaluate! and 
there is little hard evidence that they are effective. 
There is now growing recognition in some quarters 
that an effective approach to slowing the AIDS 
epidemic needs to be multisectoral and broad 
based2. The magic bullet of the pure medical 
intervention looks unlikely, though it may have a 
pat :o play as part of a broader approach. AIDS 
can no longer be considered the exclusive province 
of epidemiologists or virologists’, even though 
they have contributed more than anyone to our 
understanding of the epidemic. 
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There are many factors which have contributed 
to the rapid spread of AIDS in developing countries 
not least of which is the lack of development itself. 
People in countries such as Uganda are very aware 
of the effects of AIDS, most people having had 
immediate family members who have been affected. 
However, they are also preoccupied with the 
immediate constraints and necessities of life. Even 
though the consequences of AIDS are devastating, 
they are a distant effect of a current action. When 
current action is necessary, as it may be in the case 
of a woman who needs to obtain a little financial 
help for the necessities of life, or for a young person 
who needs to prove their potency and ‘normality’, 
then the possibility of AIDS in several years time 
does not appear so important. 


BEHAVIOURAL INTERVENTIONS 7 
One problem with many behavioural interventions 
seems to be that they address the problems 
superficially. For example, imparting information 
to the individual regarding the biological 
transmission of the HIV virus, while necessary, is 
inadequate on its own. Many of the current 
intervention programmes revolve around 
counselling and testing’, the provision of 
supportive groups', and the provision of care for 
those who are infected. AIDS information given 
through community groups, hospitals, churches, 
mosques and schools is also being promoted. Other 
encouraging interventions involve the promotion of 
condoms’ through social marketing, and pilot 
studies on the reduction of STDs. However, I 
would like to concentrate on the information, 
education and communication based initiatives 
(IEC). These initiatives are all very necessary, SO 
why have I made the criticism that they are 
superficial. The problem lies not in the interventions 
themselves. In the analogy of seed and soil - as seed 
they are legitimate. However, whether the seed 
will germinate and bring forth fruit depends 
on the soil in which it is sown. Hence a campaign 
of health information may be effective among 
the gay community in San Francisco, but may 
be totally ineffective among rural women in 
Uganda. 


BACKGROUND 

So what is the background in which these seeds are 
being sown? My own experience is in rural Uganda, 
so I will draw from that experience. In Uganda, 
although the urban areas have had the highest 
prevalence of HIV, 80% of the people live in the 
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rural areas®, When I refer to Ugandan traditions 
I will mainly, but not exclusively, be referring to 
Baganda traditions, as the area in which I worked 
(The Luweero Triangle) was about 60% Baganda’. 
It may not be possible to generalize from the 
traditions of one nation to another. However, the 
same principle applies, i.e., that in carrying out 
behavioural interventions one needs to look beyond 
the simple solutions to see what are the underlying 
motivating and constraining factors in the culture. 


THE FAMILY 

The family structure in Uganda is the extended 
family. The extended family has many admirable 
characteristics, one of which is that it is extendible, 
and therefore it has been called on to absorb the 
children of other family members who have died 
of AIDS. One wonders how Africa would cope if 
the extended family network did not exist. There 
would simply not be the resources for governments 
to provide institutional care. Many aid agencies 
have directed their efforts to support the extended 
family as they absorb this ever increasing burden 
due to AIDS. A side effect of the increased demands 
on the extended family is that less attention can be 
given to the individual members. The African 
family has traditionally placed value on the children 
learning proper manners and learning to fulfil their 
duties in the clan’. It has not necessarily placed a 
high value on close relationships and good 
communication within those relationships. Since the 
clan is important, the girls are supposed to get their 
sex education from their father’s sister. The boys 
by contrast are supposed to find out for themselves 
and there is no particular provision for them to 
receive sex education within the family. Parents 
do not have a great sense of responsibility to 
communicate with their children on such subjects 
as sex education. 

Traditionally, it is important that a man is potent 
and can perform well when he takes his official 
wife. If a husband cannot fulfil his conjugal rights 
on the wedding night the marriage is declared 
nullified. It is the responsibility of the girl’s aunt 
to check that everything has been Satisfactory. 
Young men are aware of the traditions and feel 
under some pressure to ensure that they do not fail. 
The result is that the boys start to experiment when 
they are sexually active in order to ensure their 
normality. When starting out they generally look 
for a younger girl in case they get laughed at, hence 


= age of first sex is younger in the girls than the 
oys. : 
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It is important in Ugandan culture that the girls 
learn what is expected of them in terms of looking 
after a future husband and a home. Thus, they 
become the water carriers, the house cleaners and 
the child-minders. As their parents are simply giving 
them a good upbringing they do not owe them any 
thanks for these duties. However, it can be a hard 
existence for a young girl who longs for a sense of 
appreciation, and it is easier to find this outside the 
family. This stage coincides with the target age 
group in which young men are looking for willing 
partners. | 

Young girls in the village also have another 
problem. They need money to buy the small 
necessities of life, such as a pair of knickers and 


_ handkerchiefs. Who can they turn to for the cash? 


Their mother provides food from the garden, but 
it is their father who has the cash. The African 
father is an aloof figure who must keep his distance 
in order to preserve respect. He cannot be seen to 
be on familiar terms with his children, otherwise 
they might abuse the privilege and not respect him. 
It would be unheard of culturally for a daughter 
to ask her father for money for such things. So to 
whom does she turn? Once again she goes outside 
the family. A young man will be quite prepared to 
make the investment for the knickers and 
handkerchiefs and thus show his appreciation for 
a willing partner. .~. 

These illustrations of pressures on the family and 
traditions demonstrate precipitating factors turning 
young people towards early sex. AIDS education 
which seeks to encourage young people to delay 
their first sexual encounter must have an awareness 
of the underlying issues, and seek to resolve them. 
Health education which simply warns of the dangers 
of AIDS is in competition with the more powerful 
immediate needs and pressurés of the culture. 


MONEY AND LOVE 
Another area is the relationship of money to sex. 
It is easy for someone from a western civilization 
to be judgmental regarding ‘commercia: sex’. 
However, it is unlikely that Ugandans take the same 
perspective. In Uganda there is a traditional 
proverb. 


Obwavu tebukumanyisa akwagala [literally — 
poverty cannot make known a lover}. 


As it was explained to me, ‘no money no love’. 
In other words, it is not possible for a man to show 
his love to a woman without showing some material 
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appreciation. If he cannot do this, then he cannot 
really love the person. ‘A poor man cannot be a 
lover.’ What does this attitude do to our concept 
of commercial sex? It turns it on its head. There 
is no such thing as love for the sake of the relation- 
ship. In Ugandan terms, that love has to be expressed 
tangibly in the form of material provision. 


THE TRADITIONAL VIRTUE OF SUBMISSION 
IN A UGANDAN WOMAN 
Another value which is highly prized in a woman is 
submission?. A Ugandan girl who is well brought 
up is taught that she must please her man and be 
compliant and submissive. As some of the young 
girls have said to us, ‘We have been brought up to 
believe that we should please a man, therefore it is 
not natural for us to refuse if a man asks us for sex’. 
In fact, is is downright embarrassing for the man. 
Hence, if the girl is going to refuse, the onus is on 
her to do it in such a way that he will not know that 
he has been refused, and she will need to sidestep 
the issue. Otherwise he will feel put down by a 
woman who obviously does not possess the quality 
of submissiveness, and it will be his duty to warn 
other men that she would not make a good wife. 
This factor gives a new perspective to the concept 
of sexual harassment. 


AIDS AND CULTURAL VALUES 
The system of material expression of love by a man 
and submission by a woman meets the needs of both 


men and women. The man is able to have his sexual © 


needs met and the woman her financial needs, both 
in a manner which is dignified and meaningful. 
However, with the advent of AIDS, a new message 
has gone out, i.e. that refusal on the part of the 
woman is good, and sex for material benefit is bad. 
Society is being asked to turn traditional values on 
their head, and although people may pay lip service 
to the new value system, there may be no funda- 
mental adjustment in the traditional approach. 

AIDS information, health education, attempts to 
increase the age of first sexual encounter, to 
dissociate sex from material gain and to make 
women financially independent are all good ideals. 
However, they will not work unless they address the 
reasons and traditions which are behind this 
behaviour. In asking people to change, one is asking 
a great deal, as one is asking them to change their 
culture! There is, however, no question about the 
desirability of changing cultural attitudes since if 
AIDS continues unabated, in a few decades there 
may be no culture left to change. 
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ADDRESSING THE ISSUES WITHIN THE FAMILY 

Much AIDS education is aimed at the sexually 
active couple. However, perhaps it is the family 
which should be targeted first in order to build in 
a new set of values. If the young girls were able to 
have their needs for self worth and appreciation met 
within the family, they would not need to turn 
outside the family to boyfriends. If their needs for 
the small necessities were understood and catered 
for within the family, they would not be so 
susceptible to sexual advances. If there was real 
communication within the family on subjects such 
as sex education, the whole area could be 
demystified and the need to experiment removed. 


CONCLUSION 

None of these issues are straightforward. However, 
until discussion is initiated at this level, people will 
continue to pay lip service to the right answers, 
while holding to traditions and practices which are 
making change very difficult. There is a great need 
to address these issues openly, but they are generally 
not dealt with at all. Even in schools sex education 
is superficial, as parents, church leaders and 
teachers are wary of sex education for their own 
reasons. Parents because they are afraid that 
knowing the facts will actually encourage 


_ promiscuity; teachers because male teachers may 


abuse the traditional attitude of women to extract 
sexual favours from a student; and the church 
leaders because they have reservations about sexual 
issues being discussed with young people, and are 
afraid that young people will be introduced to 
condoms. 

While we continue to facilitate such prejudices 
by dealing with these issues superficially, education 
will be kept on a theoretical level wi.h minimal 
effect on behavioural change. There is an increasing 
willingness among many to deal with the real issues 
and such willingness needs to be tapped, bypassing 
those for whom dealing with such subjects is too 
delicate a matter. 

AIDS information and education must aim to get 
people talking about family relationships, the needs 
of young people, traditional expectations, attitudes 
regarding submission and money, and the role of 
parents in meeting their needs. It is easy to tell 
people what they should do, but prescriptive 
orientated AIDS education will achieve little. Going 
back to the basics of building good family 
relationships where there is communication, and 
children have their needs met within the family, is 
a start. Being prepared to deal with some of the 
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sacred cows of tradition, such as the high value 
placed on girls being taught to be submissive to 
men, is another important step. The recognition 
that love is expressed through financial provision, 
and the ensuring, therefore, that the financial 
provision for the necessities of life should be the 
responsibility of the family, would be a further vital 
step. None of these things in themselves will stop 
the AIDS epidemic, but they will at least create a 
level playing field for young people to make an 
informed choice about the risks of multiple sex 
relationships. 
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1. The HIV/AIDS Pandemic & 


The HIV/AIDS pandemic is developing into a tragedy for all of humanity. In the 
second decade of its global spread it is undermining all of the progress, Oppor- 
tunities and options achieved towards development worldwide. Countless individuals 
and commmities suffer not only immense physical and mental pain from HIV/AIDS but . 
also increased deprivation and social discrimination. Cause and effect reinforce 
one another reciprocally in an ever-escalating epiral. The structural economic 
crises and the processes of social disintegration coming to a head in many parts of 
the world provide fertile soil for the rapid spread of HIV infection. . 


The majority of those infected live in developing countries (1994: 843; the projec- 
tion for 2000: >90%). The disadvantaged, the uprooted and those deprived of thelr - 
rights are particularly vulnerable in any society. The youth and the young adults 
are especially affected, primarily in urban areas but increasingly so in rural | 
areas as well. AIDS leads to a demographic shift of the productive and non-— 
productive age groups within a society. The fact that women and girls are dis- 
advantaged means that they are being infected in ever-increasing numbers. Children 

too are affected by HIV and AIDS, directly and indirectly. . : ve 


Church organisations in ‘development. cooperation must take up the challenge, along 
with their partners and those affected, to help find an answer. Christians consider 
it their duty to uphold humen dignity and to call for action free of prejudice and 
discrimination. That entails giving hope, combatting the social causes of HIV/AIDS 
and easing the effects. 


jor channels of HI virus transmission are: 4) sexual intercourse (70-80%), -b) 
ee child transmission (5-10% of all cases), C) blood transfusions (3-5% of 
all cases), and d) intravenous drug use (1~-3%). Someone infected with HIV remains 
infectious for the rest of his/her life. : 


‘ 


i it is reached after a period 
AIDS i final stage of HIV infection. On average : 
of 8 ea ne The most frequent interaction between AIDS and other infectious 
diseases is with tuberculosis and with other sexually transmitted diseases. 


i : } i : le future. 

i curative treatment for HIV/AIDS in sight for the foreseeab 
atl “of an effective vaccine is not to be expected before the turn of the 
century. It is also questionable whether future medical answers will be available 
in a form that will make them accessible to the majority of those stricken in 


developing countries. 


assumes that, since the beginning of the pandemic, 18.5 million people 
einen have been infected with the HI virus (figures for mid 1995). According to 
its es :imates one out of 250 adults and almost 1.5 million children as well were 
HIV carriers worldwide in 1993. At present there are 6,000 new infections daily. 
Conservative WHO estimates predict that worldwide there will be at least 30-40 
million people infected with HIV by the year 2000. 


By 30 June 1995 there were 1,169,871 cases of AIDS reported to the WH. However, it 
is estimated that there are a total of 4.5 million people already suffering from. 
AIDS (one-fifth of them children). In many places in developing countries AIDS is 
now the major cause of death among the age group of sexually active adults. 


2. The Basic Concepts for Support : 


MISEREOR applies the following principles for its support of AIDS initiatives: 


_* Respect for the dignity and rights of the human being are of foremst 
importance. ae ; aes , 

* Any approach used in HIV/AIDS work must be adapted to the economic and 

| cultural conditions in the particular society. -_ Ths : 
Indigenous coping mechanisms will be promoted and supported. -i 
HIV/AIDS initiatives mst aim at social equality for both sexes and secure. 
the women's right to self-determination. - Per Me ce 
Social learning is of priority. 


z Individuals and groups will be supported in their efforts to’ become self- 

| reliant, and given education and training to enable them to become active in ._- 

@ social and political sense. — , BE int Loy rg 3 7 . 

* HIV/AIDS is not an isolated development bechlem, It should me int ated eek vs 7 
a broad framework of Croseé-sectoral development work. i aie as > 


‘* HIV/AIDS work is to aim at soluti 
mic Rapp 6o1utions which are appropriate to eee of 


* HIV/AIDS work is Particularly wor 1 i weg 
pastoral needs of those atlectahens sk © when it ae spiritual and _ 


* HIV/AIDS activities call for lineata monitor ais . Me ere FE 
| t 
the donor and executing agencies and the toon thettiinetee “ink @anaae 


3. Individual Activities and Trends 


HIV/AIDS activities profit from an atmosphere where AIDS is visible, discrimination 
is reduced and eliminated, and there is reason to hope that it will be possible to 
avoid HIV infection. 


Various types of initiatives addressing AIDS issues reinforce one another. Which 
type of AIDS strategy is worthwhile depends on socio-cultural and socio-economic 
factors and what stage the regional epidemic has reached. The following have 

recognised as effective individual steps in the field of AIDS work: 


' 

human rights programmes, advocacy; 

- programmes to strengthen the status of women; 

- health education programms; | 

- providing care for the infected/ill and comfort in the final stages; 

- the control of opportunistic infections, especially tuberculosis; 

- the control of other sexually transmitted diseases; 

- HIV test programmes to ensure the safety of blood transfusions; 

- providing education on responsible sexual behaviour and information on protection 
against infection; | : 

- programmes to alleviate the effects of AIDS on families. 


Definite trends are becoming clear in a number of areas. Early and frank sex educa- 
tion beginning before the onset of sexual activity if possible clearly reduces the 
spread of HIV. The need for care from counselling to nursing will rise drastically 
worldwide. More than a million new cases of AIDS per year are to be expected by the 
turn of the century. One possible way of relieving the préssure on health care 
services and ensuring their continued function is the promotion of home care. 
Feasible options to reduce the costs of counselling and care without reducing their 
quality seem to be emerging. 


HIV/AIDS work must in future clearly go beyond measures against what is considered . 
risk behaviour and eliminate the reasons for such behaviour. That is to say, _ 
questions of human rights and development will be of increasing importance. by 


Kis ; 
The general criteria for MISEREOR’s support are based on the CIWG/AFNG funding 

guidelines worked out by CARITAS and CIDSE member organisations (see below). Long- 
term involvement is called for and the readiness of donor organisati.ns to provide ~ 
support for a number of selected activities whose costs the target groups or the 

Local Churches in the developing countries cannot cover on their own. On the other 
hand, this catalogue excludes certain activities which cannot be supported by donor 
organisations within the Church context. — ; : 


The gap between the resources required and those available will become even wider 


in future. The increasingly scarce funds available for development work must there-, 


fore be used more effectively and efficiently. Better coordination and sharing of . 
responsibility are called for. But MISEREOR also recognises the challenge to work 
for international solidarity and to increase public awareness in Germany for. de- 
velopment problems which are becoming obvious as a result of the HIV/AIDS pandemic. 


4. Guidelines and Minimal Criteria for Aids Project Proposals ch. 
drawn’ up by the Caritas Internationalis Working Group on AIDS (CIWG) and the AIDS 


Funding Network Group (AFNG) of CIDSE member agencies (16 May. 1994) - please see 
‘additional photocopies. . 


Misereor 07/02/96 
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CIAL REPORT: AIDS AND CHILDREN 


ll children in developing 
yuntries will be affected by 
IDS, not just orphans. 


he HIV/AIDS epidemic will 
transtorm the situation of chil- 
1 in the developing world 
ugh: : 


irect and indirect increases in 
d mortality; 

ising rates of adolescent HIV 
videspread orphaning 

he deterioration of societal and 
\munity conditions due to adult 
tality 


. childhood is a 
g-term invest- 
nt in the deve- 
ment of a 
nan being. 
sieties must be able to divert 
ources fr@m meeting their 
mediate needs in order to invest 
m in future generations. The 
st disturbing aspect of AIDS is 
manner in which it forces fam- 
s, communities and entire soci- 
es into a short-term coping 
y\de, forfeiting the physical, 
cial and other developmental 
=ds of their children. 
Zetween 10% and 18% of 
ported AIDS cases in southern 
rican countries are children 
ed O - 4 years. 
As the inevitable cause of a 
‘ge number of child deaths. 
DS is different from other com- 
ynicable diseases. Projections of 
e impact of AIDS upon child 
ortality rates (CMR) in sub- 
haran Africa (see graph) are 
sed upon estimated 25% - 40% 
rtical transmission rates. 
It is anticipated that reduced 
yusehold food production levels, 
vertaxed national health systems. 
1d the loss of key community 
-alth workers and services will 
so contribute to reversing the 
rogress of recent decades in 
frica und elsewhere. By precipi- 
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tating additional deaths, the effect 
of AIDS upon child mortality rates 
will be most marked in relatively 
low CMR countries such as 
Zimbabwe, Kenya and South 
Atrica. Similar effects can be 
anticipated in south Asia. 

It is striking how little attention 
has been focussed upon issues sur- 
rounding the burden of care for 
pediatric AIDS cases. With rising 
general population AIDS inci- 
dence, some of the publicised 


problems of stigmatisation should 
be reduced. i 
At the Nyumbani Children’s 


Home in Nairobi, ‘the process of 
returning those babies who prove 
to be HIV-infected to their fami- 
lies is usually very slow and often 
impossible’ (UNICEF 1994). 
Tragically, there is nothing new 
about ill children in the develop- 
ing world, but AIDS will drasti- 
cally reduce the number of their 
potential adult care-givers within 
kinship networks and communi- 
ties. And, of course, the very com- 
munities which will most need to 
organise to extend care to ill chil- 
dren, will be the least able to pro- 
vide it. 

Adolescent children in Africa 
and Asia are being doubly vic- 
timised by AIDS. They are 
increasingly subject to sexual 
exploitation (in the misguided 
belief that they are less likely to be 
infected) and consequently infect- 
ed in increasing numbers. Despite 
some recent encouraging news 
from one Uganda study (see A/DS 
Analysis Vol.5 (5) ), the most 
rapid increase in infection rates in 
Atrica has been in the youngest 


age group. The WHO has estimat- 
ed that in many countries, the age 
group 15 - 24 years accounts for 
60% of all new infections. A dis- 
turbing prospect is that as funda- 
mental family and social frame- 
works erode, due to AIDS-related 
adult mortality, children may 
engage in the very high-risk 
behaviours that lead to infection. 
WHO has projected that by 
1999, 5 - 10m children aged 10 
years or less worldwide will have 
lost their mothers 
or both parents to 
AIDS. Much has 
been written con- 
wt cerning the expan- 
tees crisis of AIDS orphanhood. 
However, caution must be exer- 


cised in drawing general lessons 


from the community coping strate- 
gies of rural Uganda, Zimbabwe 
and Tanzania for application in 
urban Thailand or rural India. 

More socially-fragmented soci- 
eties may be much more vulnera- 
ble to the disruptions of AIDS. 
Despite years of war and econom- 
ic decline, Ugandan communities, 
characterised by strong kinships 
and traditional networks, have 
stretched their resources to meet 
the needs of orphans. We must be 
prepared for a reality that, in late 
epidemic and endemic phases, 
conditions for orphans could be 
far worse in economically better- 
off urbanised regions or rural 
areas with diminished patterns of 
social obligation and support. 

The focus upon orphans has dis- 
tracted the development communi- 
ty from the threats posed for all 
children in AIDS affected soci- 
eties. The impact of AIDS through 
time upon the individual house- 
hold has been well documented. 
The combination of medical 
expenses, reduced income and 


lower agricultural productivity 
gradually deprive the surviving 
children of nutrition, nurture and 
education. It is girl orphans who 
are invariably the first to drop out 
of school, often burdened by a dis- 
proportion of household work, and 
subject to the pressures of sexual 
exploitation. 

But AIDS affects entire commu- 
nities and societies. Other hpuse- 
holds’ resources -will be stretched 
while absorbing orphans. Many of 
the key players in the development 
process — teachers, village health 
workers, agricultural extension 
workers — will be lost to AIDS. 
Coping at national levels threatens 
to draw precious resources from 
budgets which address the needs 
of children. National health sys- 
tems are already overtaxed by 
AIDS cases. Will they be able to 
maintain support to child survival 
programmes? 

AIDS’ scale of impact upon 
children represents more than a 
multiplication of millions of indi- 
vidual cases. While wars have had 
major demographic effects upon 
male adult populations, AIDS will 
be unique as an eliminator of a 
high proportion of the very popu- 
lation critical to child develop- 
ment, sustenance and education — 
both male and female. 

Broadly, the effects upon child- 
ren of this slowly evolving disas- 
ter can be summarized as due to: 


e decline of material and finan- 
cial resources: 

e loss of human resources: 

e joss of certituce. 


AIDS-affected economies are 
‘already sutfering due to manpow- 
er losses and reduced productivity 
caused by increased absenteeism. 
Much of disposable income is 
eaten up by medical and funeral 
costs. Loss of remittances from 
migrants and reduced local pro- 
duction affects an entire commu- 
nity, diminishing opportunities for 
its children. The resources avail- 
able for community level services 
are diminishing, both from gov- 
ernments’ budgets and trom local 
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contribution. The most often 
voiced concern regarding orphans 
is for their continued education. 
But even if children can afford 
school fees, the quality of educa- 
tion is sure to deteriorate even fur- 
ther. How will other local services 
be affected? Will clinics be 
staffed and stocked? 

Human resources comprise both 
labour and skills. The develop- 
ment process is built upon surplus 
labour availability for organisa- 
tion, project participation and 
training. Anticipated labour short- 
ages at both household and com- 
munity levels will threaten this 
process. Perhaps even more criti- 
cal is the danger that skills and 
knowledge may not be transferred 
to the next generation. 

As orphan households reduce 
agricultural inputs and cope with a 
shortage of labour, they face real 
insecurity. But communities as a 
whole will be challenged by over- 
all reduced agricultural production 
and the loss of agricultural skills. 
‘More and more frequently, partic- 
ularly in rural areas, orphans...find 
themselves alone and incapable of 
producing on their small plot of 
land, which Otherwise would 
assure their subsistence. 

, The mastering of survival skills 
is a long process which demands 
knowledge of the entire chain of 
production: thus a child who 
knows the harvest well. but who 


Children are often the first to 
detect the symptoms of AIDS in 
their parents. They must experi- 
ence the trauma of a series of loss- 
es in their immediate and extended 
families. This may be followed by 
dislocations, the split-up of sib- 
lings. These compounded losses 
constitute severe psychological 
trauma and this may constitute the 
most severe challenge for commu- 
nity responses to the needs of 
orphans. However, other children 
who experience these losses at a 
greater distance, will quite possibly 
develop a loss of certitude in the 
predictability and the reliability of 
the basic social arrangements. 
Can any relationship be secure? 

During the next few years, we 
need to learn much more about the 
care and support of orphans in a 
wider variety of social settings. In 
particular we must focus attention 
upon how their psychological 
needs can be met at the communi- 
ty level. We must also expand our 
notions of the impact of AIDS 
beyond the orphan population to 
understand how entire generations 
of children with parents will also 
be affected. = 


With AIDS 


cannot plant will be incapable of 
surviving autonomously’. 

With care-takers either lost or 
overburdened, ‘youths are being 
deprived of family life education 
which is instrumental in establish- 
ing a code of conduct between 
men and women and husbands and 
wives.’ Africa’s orphan generation 
faces the loss of its childhood as it 
must prematurely care for sick 
parents and siblings while missing 
out on key processes of socialisa- 
tion and development. What kind 
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SUMMARY 


As the AIDS epidemic continues to expand and as there 
is no substantial hope for curative treatment, prevention 
remains the only tool to cope with the threat of HIV 
transmission and AIDS. This article presents a con- 
ceptual framework and detailed guidelines for the 
planning, implementation and evaluation of AIDS 
health promotion for youth. The framework focuses on 


basic principles of health promotion and refers to the | 


living conditions and lifestyles of youth being of 
relevance for the development of gender roles and sexual 
behaviour. Community organization plays a crucial role 
for AIDS health promotion for youth. Only comprehen- 
sive approaches taking account of social and cultural 
conditions present an adequate arena for successful 
AIDS health promotion. 


Key words: AIDS; community organization; sexual behaviour 


INTRODUCTION 


The global epidemic of HIV infection remains 
dynamic and is continuing to expand (Mann eral., 
1992; Smallman-Raynor et al., 1992). At the 
beginning of the 1980s only about 100000 
persons worldwide were infected with HIV. Since 
then, more than 13 million men, women, and 
children have become infected. This cumulative 
total includes more than one million persons who 
were infected with HIV during the first 6 months 
of 1992 alone. Nearly two-thirds of these live in 
Sub-Saharan Africa, 20% in the Americas, and 
about 15% in Europe, Asia and Oceania. In 1992, 
the World Health Organization (WHO) esti- 
mated the actual cumulative global total of AIDS 
cases at over one million people. | 

AIDS constitutes a worldwide problem of 
major proportions, affecting developed and 
developing countries. Until the end of this 
decade, about three times more HIV infections 
will occur than had occurred during the 1980s. 


The vast majority of new HIV infections would be 
preventable by globally and nationally coordina- 


ted efforts. When the AIDS epidemic was first 


recognized, a high prevalence of HIV infectio.: 
was found among specific groups: homosexual 
and bisexual men, users of injectable drugs, and 
hemophiliacs. Nowadays, it is no longer appro- 
priate to focus on high-risk groups, as the 
epidemic has contaminated all kinds of popula- 
tion groups. Prevention programmes have to 
concentrate on high-risk behaviours instead, that 
is on behaviours that expose people to infection. 
Although AIDS has been a major issue of 
public debate nearly everywhere, it is still rather 
difficult to talk about AIDS and HIV transmission 
without evoking emotional concern. However, a 
majority of people worldwide—especially adoles- 
cents and youths—do not perceive themselves as 
being threatened by HIV transmission but feel 
others are, due to different sexual preferences or 
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certain risk-taking behaviour. Blaming the victim 
is a strategy which individuals and groups fre- 
quently choose so that they need not consider 
their own lifestyles. 

Three modes of transmission of HIV infection 
have been documented so far: 


® unprotected sexual intercourse (unsafe sex) 
between men and women or between men and 
men when one of the partners is infected with 
the virus; 

e injection (during self-injecting drug abuse 
through needle-sharing of contaminated 
syringes and needles, through unsterilized 
instruments for scarification or tattooing) or by 
transfusion of HIV-infected blood or blood 
products; 


® pregnancy, i.e. from an infected mother toher - 


infant. 


Sexual transmission seems to remain the major 
mode of HIV infection, and in this context 
heterosexual transmission is increasing rapidly— 
especially with regard to developing countries. 

At least half of those infected with HIV world- 
wide are under the age of 25 years. As many of 
them are likely to have acquired their HIV 
infection before the age of 18 years, AIDS is alsoa 
major concern affecting the youth in every 
country. Adolescence, the developmental period 
between 10 and 19 years, and youth—as the stage 
between 15 and 24 years—are periods of pro- 
found physiological, psychological, and social 
change. They are also periods of time particularly 
related to behavioural experimentation in many 
aspects of everyday life, including sexuality and 
drug abuse. 

Sexual intercourse between adolescents may 
bring about a potential risk of HIV infection. In 
many countries, a large number of adolescents do 
not protect themselves and their partners during 
intercourse. Sexually active young men and 
women often change partners before they estab- 
lish a family or long-term relationships. Experi- 
mentation with illegal drugs may expose other 
young people to hazardous intravenous drug 
abuse. 

In many countries, schools are a common focus 
of educational activities. A large number of young 


people throughout the world attend school or are 


in contact with those who do. There is a general 
trend towards more health education in schools, 
including sexual and reproductive health, family 
planning and HIV/AIDS prevention. However, in 
many countries, sexual issues—if taught at all— 


are delivered in a highly constrained manner and 
often only with reference to biology. Very often, 
even family-life educators will also exclude sensi- 
tive topics of adolescent sexuality. 

For young people who have left school or never 
had the opportunity to visit one, the situation is 
frequently bleak. They have only limited access to 
the counselling, diagnostic and treatment services 
of reproductive health—or, as in many countries, 
even this is prohibited by law, particularly with 
regard to youth. Thus, there is a growing need for 
HIV/AIDS education and outreach programmes 
that support adolescents and youth outside the 
school system. 

The prevention of HIV transmission has 
become ane of the most important elements in the 
work of WHO and many other organizations. As 
no medical cure will be available for AIDS in the 
near future and as no vaccine is available to 
prevent HIV transmission, a psychosocial 
approach to prevention, i.e. AIDS health pro- 
motion, seems to be of utmost importance. 


LIFESTYLES CONDUCIVE TO HEALTH IN 


_ THE CONTEXT OF HEALTH PROMOTION 


The WHO (1990a) has published A Call for 
Action. Promoting Health in Developing Coun- 
tries, in which three principal strategies for health 
promotion are outlined. 


® advocacy of policies; 
® developing strong alliances and social support 
systems; 


' @ empowering people. 


Those concerned with public health have 


‘always been strong advocates of policies aimed at 


the improvement of health conditions. Advocacy 


for health is first of all advocacy for education in — 


every aspect and aiming at every person regard- 
less of age, gender, social status or religious belief. 
Thus, health promotion programmes are 
designed to collaborate closely with the formal 
and informal educational system. 

Secondly, advocacy for health is health-related 
political action aiming at local, regional, and 
national politicians and political organizations. It 
is social lobbying for the health needs of the 
people. 

Thirdly, advocacy for health is the struggle for 
adequate resource allocation within existing local, 
regional, and national budgets regarding health 
needs of communities. In some cases, it will be the 


ee 
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development of health promotion budgets, in 
others it will be the shifting of resources from one 
budget to another. We have to understand that 
health promotion—usually a rather weak player 
in the money game—has to strengthen its capa- 
Cities if it is to succeed. ’ 
Fourthly, advocacy for health is taking legal 
rights already existing into action. It is surprising 
that in many countries, neither politicians and gov- 
ernments nor non-governmental organizations 
and social groups are aware that the improvement 
of living conditions and lifestyles conducive to 
health has been made a legal right—if only by virtue 
of membership of the United Nations (UN). The 
Declaration of Human Rights, for example, is 
legally binding for all member states of the UN. In 
the declaration and its associated laws, the pro- 
tection of minorities, equality between females and 


males, access to education, and health care are. 


considered to be human rights. Many countries 
have nationally binding laws regarding these 
topics. Thus, there is a good starting point for 
health promotion advocacy. 

We will now turn to the development of strong 
alliances and social support systems. Health 
promotion, by its definition, is related to several 
other sectors of society. Health may be promoted 
everywhere because almost all social sectors 
contribute to health conditions. But it is also true 
that intersectoral collaboration is difficult to 
implement, since each sector follows its own 
sectoral objectives and policies. Nevertheless, the 
development of strong alliances with other social 
sectors than health is a priority of health promo- 
tion programmes. 

Social support systems, on the other hand, refer 
to the circumstances in which people live. 
Neighbours, relatives, friends, colleagues, and the 
family itself are elements of the support systems. 
Human beings live in networks and social rela- 
tions. Health promotion has to address these 
networks in order to reach the individual and if it 
reaches the individual it will have access to her/ 
his social support systems. There is a constant 
interplay between the individual and the network 
she/he is part of. It is a formidable task for health 
promotion to get in touch with these systems, to 
enable the people to strengthen and change their 
relations with regard to health promotion issues, 
and to give support to the individual and her/his 
social groups in order to attain lifestyles con- 
ducive to health. We understand that building 
strong alliances and social support systems refers 
to community organizations, which is seen as a 
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key method of health promotion (Alinsky, 1969; 
Minkler, 1991). 

Finally, we turn to the strategy of empowering 
people with attitudes, knowledge, and skills 
enabling them to develop lifestyles conducive to 
health. This seems to be the traditional area of 
health education, covering formal and informal 
education related to health. Although this is true, 
we feel however, that the scope of the strategy is 
somewhat wider. 

All of us would like to find some simple things — 
people can do to improve their health. Of course, 
there are some and many are issues that have been 
taught by health educators during the past, some- 
times successfully, however rather frequently not 
successfully at all. As social, cultural, environ- 
mental, economic, and political conditions have 
become more complex these days, simple things 
may no longer provide adequate answers. We 
understand that empowerment refers to the 
capability of the people to share their views on 
health conditions with their fellow citizens and to 
recognize that they may have some difficulties in 
common. Common problems may lead to com- 
munities of people becoming enabled to solve 
their problems in concert. This is what empower- 
ment means: enabling people to organize them- 
selves as a community taking care of their living 
conditions and striving together for lifestyles 
conducive to health. 

The new and broader health promotion con- 
cept takes a comprehensive social and ecological 
model of health and human development as its 
basis (Milio, 1986; WHO, 1986, 1990a). The 
key-term is lifestyles conducive to health, 

The lifestyles concept draws heavily on socio- 
logical and anthropological knowledge concern- 
ing patterns of human action and interaction and 
their relation to health (Berger and Luckmann, 
1967; Goffman, 1971; Honigman, 1973; Bennett, 
1976; Hardesty, 1977; Polhemus, 1978; Bateson, 
1979; Freund, 1982; Armstrong, 1983; Strunk, 
1983; Crawford, 1984). A fundamental distinc- 
tion is made between collective and individual 
lifestyles, which can be defined as follows: 


The lifestyle of a social group characterises the totality 
of patterns of meaning and forms of expression which 
are produced by a group in the course of collective 
efforts to cope with the demands and contradictions of 
the social structures and situations common to all 
members of that group. The lifestyle brings together 
efforts related to the demands made, i.e. the external 
(social, political, economic and cultural) conditions and 
efforts related to the subjective situation and condition. 
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In the lifestyle is expressed under what conditions a 
social group acts or reacts in a particular way, i.e. the 
lifestyle tells us in which directions a group tends. to 
develop its behaviour in the ongoing process of coping 
with the conditions in which they live. These tendencies, 
in the forms of common social values, norms, language 
forms, interaction rituals etc., provide a reservoir for 
individuals or subgroups which they can draw on for 
their personal and social identity; it makes it possible 
for them to give some sense and meaning to their 
specific situation. 


The lifestyle of an individual characterises the totality 
of normative behavioural structures which is developed 
in the course of his or her life in the ongoing interaction 
with his or her social and natural environment. Sub- 
jective motivation and also potential action are 
expressed through the lifestyles and are used by the 
individual according to social situations. The indi- 
vidual's lifestyle contains variations, additions to and 
omissions from the collective lifestyle which are specific 
to that individual's personality; nevertheless the indi- 
vidual remains linked to this particular social group— 
ie. any change in his or her lifestyle is bound by the 
collectively developed framework—unless, with this 
change, there is also a change of the social group, or itis 
the group which wishes to undergo such a change. 


This concept of lifestyles creates a close link between 
the living conditions of an individual, his activities and 
socially formed strategies for coping with life. Charac- 
teristic for this is the linking of individual and collective 
lifestyles in relation to the particular socio-structural 
conditions in which the individual lives. Individual 
behaviour is understood as being largely socially deter- 
mined—with the implication, among others, that to 
change it, social changes are necessary. Thus the 
message for health promotion and health education is 
that integrative Strategies for prevention and inter- 
vention must be developed—strategies whose chief 
characteristic is that they link up the various social 


sectors and are also effective within them ] 
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The basic concept underlying the lifestyles 
approach is one of socialization of individuals and 
social groups and social interaction. Health- 
related behaviours of individuals and groups are 
_ Mlewed as reflections of certain living conditions 

and attempts to cope with and/or alter these 
conditions. Individual behaviour in a social situa- 
ton Is considered an outcome at a certain point in 
time of the life-long socialization process; since 
social situations change, individual behaviour is 
also always Subject to constant change. 

Using this approach, it is possible to study 
varlous aspect of health Promotion and of health 
care, including epidemiological patterns, methods 


s 


used in providing clinical care, patient-caregiver 
interactions, prevention efforts, etc. 

With regard to HIV transmission and AIDS, 
the lifestyles concept provides a frame of refer- 
ence for: 


¢ studying human behaviour and its implications 
for health in the ecological context of the com- 
munity (for example, social epidemiology); 

* identifying linkages between social, cultural, 
economic, environmental, and political living 


conditions and the development of certain. 


individual and collective lifestyles; 

* identifying the implications of individual and 
collective lifestyles for sexuality and other 
forms of behaviour such as drug use; 

® identifying the value systems, normative 
orientations and motivational patterns of indi- 
vidual and collective lifestyles and their impact 
on sexual and other behaviours; and 

® studying social support systems in the com- 
munity and their impact on the development of 
individual and collective lifestyles conducive to 
health. : 


TARGET AREAS FOR HEALTH 
PROMOTION INTERVENTIONS 


In order to specify appropriate approaches to and 
strategies for health promotion for the prevention 
and control of HIV and AIDS, one must analyse 
in detail possible target areas for preventive 
measures. Although various HIV transmission 
modes are affected by components of lifestyles, 
here we will primarily show how the lifestyles 
approach can be used to guide programmes 
focusing on the primary route of sexual trans- 
mission. . 

Sexuality can be interpreted as a specific form 
of bodily interaction with another person or 
oneself which is situated in the context of the 
participants’ lifestyles and living conditions. Any 
factors impinging on individual and collective 
lifestyles accordingly also affect the sexual behav- 
iours of individuals and social groups. — 

Sexual intercourse is embedded in a series of 
social situations in which persons communicate 
verbally and/or non-verbally their normative 
expectations regarding the interaction process. 
Usually, this communication does not include 
clear statements about having sexual intercourse 
but rather culturally—and socially—accepted 
messages which are understood by the persons as 


expectations that their relationship will develop 
into a sexual one. 

The intimate character of sexual relations makes 
it very difficult for people to communicate frankly 
about their sexual expectations and experiences 
before they have known each other for usually 
quite a long period of time. Individual sexual 
behaviour is not a matter of public debate as*far as 
specific persons are concerned. Although many 
modes of sexuality are presented publicly in 
magazines, books, journals, videos, films, and 
other media, individual sexual preferences and 
experiences are usually not presented openly to 
another person at the beginning of a (sexual) 
relationship. 

Given the above, it can be useful to distinguish 
- focal points around which HIV/AIDS-related 
efforts can be developed. We will discuss three 


such points—sexuality and concepts of body, | 


gender roles, and risk behaviour; it must be noted 
that others are possible as well (for example, 


sexuality and age groups, or sexuality and the 
concept of love). 
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SEXUALITY AND CONCEPTS OF BODY 


Basically, health promotion aims at the improve- 
ment of body development and behaviour as well 
as to enhance living and working conditions at the 
individual and collective levels. The term body 
used here is based on anthropological and eco- 
logical concepts which assume that the conditions 


of human beings comprise physiological, psycho- | 


logical, social, and cultural dimensions. 


In many cultures, people tend to perceive - 


themselves and others as social beings rather than 
as embodied persons. The body seems to be a 
rather difficult issue in social communication 
except in terms of illness, disease and sports. 
However, as Turner (1984, p. 1) states in his book 
The Body and Society: *... human beings are 
embodied, just as they are enselved’ and he 
continues: 


The body is the most proximate and immediate feature 
of my social self, a necessary feature of my social 
location and of my personal enselfment and at the same 
time an aspect of my personal alienation in the natural 
environment (Turner, 1984, p. 8) 


The body is the bearer of the human being and 
at the same time the expression of his/her 
existential—i.e. economic, political, social, cul- 
tural and environmental—situation. Individual 
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and social biography are represented in the body, 
as are the social and cultural circumstances in 
which it developed; moreover, economic and 
ecological living conditions also find their 
expression in the human body. Therefore, body 
awareness, bodily experiences, and bodily 
expressions are not only subject to individual 
choices of one lifestyle over another; they are 
primarily structured by social communication 
and interaction, both of which are dependent 
upon the symbolic structure of the social system, 
i.e. the value system, normative expectations, and 
symbolic categories such as health, wealth, 
happiness, satisfaction, power, etc. Relationships 
between the individual and collective, between 
personal and social development, between eco- 
nomic and ecological processes are both directly 
sensed and expressed by the body. 

In introducing the concept of the body as a key 
element in health promotion, we are referring to 
the materialistic basis of both health and disease. 
All measures taken in this respect have an impact 
on body awareness, bodily experiences, and 
bodily expressions. They ‘interfere with bodily 
communication and the interaction of individuals 
and groups. | 

There is one aspect of the body which has 
become more and more relevant for health 
promotion: the presentation of the self as a bearer 
of a specifically-styled body. Individual and 
collective strategies for the development of 
successful images of the body are pursued in a 
variety of social and cultural settings. As Turner 
(1984, p. 111) states: ‘successful images require 
successful bodies, which have been trained, disci- 
plined and orchestrated to enhance our personal 
value’. The symbolic power of fashion and the 
associated trained, styled, and altered body are 
obvious. Practices such as scarification, tattooing, 
and circumcision are clear examples of this. 
Turner further adds (1984, p. 112): ‘We jog, slim 
and sleep not for their intrinsic enjoyment but to 


- improve our chances at sex, work and longevity.’ 


The body is thus used as a tool to enhance indi- 
vidual and social attractiveness. It is not viewed 
primarily in terms of health but in terms of social 
and thus sexual relations too. Health may be a 
prerequisite, but it is certainly not the objective of 
such body management. 

Given the above, it can be seen that health may 
play a minor role in people's body-related 
thoughts and actions. The WHO definition of 
health focuses on physical, mental, and social 
well-being as indicators of health. In many 
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cultures, however, well-being seems to be related 
to fun, pleasure, relaxation, happiness, produc- 


livity, reproduction, etc., but not necessarily to - 


health per se. One implication of this may be 
utilized regarding HIV/AIDS-related health 
promotion in the context of (sexual) relationships: 
safe sex promotion might focus on the message 
that the person who takes precautions is a more 
attractive potential partner. 


SEXUALITY, REPRODUCTION AND 
GENDER ROLES 


Gender roles and gender relationships are always 
subject to change. This fact is of particular 
relevance with regard to ways in which people can 
protect themselves and others against HIV trans- 
mission. For example, in considering condom use, 
the differences between contraceptive behaviour 
and protective behaviour must be analysed in 
order to specify how health promotion can best 
approach this topic. | 

Sexual behaviour provides a means of satis- 
fying desire and gaining pleasure and subsequent 
relaxation, either alone or with another person. 
However, it may also give rise to problems, such 
as preventing unwanted pregnancy. | 

As far as contraception is concerned, com- 
munication about its behavioural implications 
takes place—if at all—before people decide to 
have sexual relations. In particular, contraception 
is interpreted by men as a female task; women 
must take care not to get pregnant. Contraceptive 
methods such as the pill and diaphragm are 
handled by women. There is one important 
implication of contraception: it is frequently inter- 
preted as a medical approach to preventing 
unwanted pregnancy and not so much as a social 
and psychological means of freeing sexual inter- 
course from the threat of unwanted pregnancy. 
Contraceptive behaviour is aimed at avoiding 
reproduction, not at preventing certain diseases. 
_ With the advent of HIV transmission, the situa- 
tion has become completely different. First of all, 
each act of sexual intercourse carnes the risk of 
contracting or transmitting the virus as long as no 
one can be certain whether she/he is already 
infected. Therefore, the Prevention of transmis- 
s10N is essential in order to protect oneself and the 
other Person from infection. In this respect, the 
Prevention of HIV transmission is a comple- 
mentary act: I not Only protect myself against a 
certain hazard but also protect another from 


getting infected in case I have already contracted 

the virus. The responsibility for this preventive 

measure thus lies not only with the individual, but 

also with his/her partner and his/her future 
partners. HIV prevention consequently has both 

individual and collective aspects (Bateson and 

Goldsby, 1989, p. 101). 

In this context, there is no other decision to be 
taken than to use condoms when sexual inter- 
course takes place. Condom use is exclusively a 
male task, i.e. women cannot protect themselves 
against HIV infection except by asking men to use. 
condoms or by choosing non-penetrative forms 
of sexual contact. In contrast to unwanted preg- 
nancy Or sexually-transmitted diseases, HIV 
infection cannot be treated medically, i.e. if a 
person has contracted the virus, she/he often may 
have to cope with the subsequent disease. The 
threat of HIV transmission thus has consequen- 
ces for female/male relations and the balance of 
power between the sexes. Since the transmission 
of HIV infection can only be reduced via condom 
use, women cannot protect themselves against it 
without the collaboration of men. They must 
depend on them for protective behaviour. As far 
as contraception is concerned, women have the 
possibility of controlling their reproductive sys- 
tems themselves in one way or another. Regarding 
HIV transmission, their bodies are placed some- 
what outside their control. This shift in the 
balance of power has effects on female self- 
esteem and, probably, on women's behavioural 
intentions regarding sexuality and sexual behav- 
lours. 

While the modes of HIV transmission seem to 
be rather clear and the need for preventive 
measures Cannot be neglected, many people seem 
to have difficulties in adjusting their behaviours 
accordingly. 

Condom use may be considered in some 
cultures as a behaviour which does not permit 
direct bodily interaction; the artifical product 
condom is viewed as being contrary to the nature 
of sexuality. Condoms may be considered socially . 
as representing a concrete request for sexual 
intercourse, i.e. those who have condoms avail- 
able are suspected of wanting to have sexual 
intercourse. The condom becomes a symbol of 
sexual desire; it makes the private desire public. 
Luker (1978) found a similar interpretation 
among women concerning the use of diaphragms. 
Finally, condom use may be considered as an 
interference in the behavioural process of sexu- 
ality, a disturbance of the intimacy of the sexual 


process and an interruption in the process of 
satisfying lust and gaining pleasure. 

For all these reasons, the content of HIV/ 
AIDS-related health promotion should again be 
considered very carefully. Campaigns would 
focus on changing social norms so that condom 
use comes to be viewed as acommon, normal and 
desirable behaviour. The fact that precautionary 
measures can remove a cause for worry (that is 
HIV transmission), thus enhancing feelings of 
trust and intimacy, could be an advantageous 
message. 


RISK BEHAVIOUR 


Individuals and groups develop behavioural pat- 
terns and strategies which help them to cope with 
the requirements and contradictions inherent in 
their ecological and economic living conditions. 
These not only involve health-promotive beha- 


viours; people also practice health-hazardous | 


behaviours for different reasons. Within the 
framework of the lifestyles approach, the concept 
of risk behaviour has been used to reflect upon 
those living conditions and social situations in 
which people might carry out certain behaviours 
for a specific period of time which can be 
considered by others as health-hazardous; how- 
ever, the individuals involved may not feel the 


hazards are important as long as the positive , 


effects of the behaviours are qualified as super- 
ior, both individually and collectively. This is 
certainly true with regard to specific sexual 
behaviours in relation to HIV transmission and 
AIDS. It is, therefore, important to study the 
concept of risk behaviour and its implications for 
health promotion. Three aspects need to be 
discussed further. 

(1) The function of risk behaviour is to help 
individuals and groups manage the difficulties 
and problems of everyday life. It would be a 
misconception to view risk behaviours per se as 
deviant behaviours. They are well-accepted by 
the social groups who carry them out irrespective 
of what other social groups think of them. Several 
risk behaviours are socially more or less accepted 
such as drinking alcohol, smoking cigarettes, sun- 
bathing, taking pills, having sex with multiple 
partners, driving fast, etc., while others are viewed 
as unacceptable by society-at-large, such as train- 
surfing (a practice in Latin American and Euro- 
pean countries where youths ride atop highspeed 
trains standing upright). Some are presented in 
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the context of sports such as freestyle mountain 
climbing (in the USA the slogan is: if life gets 
boring, risk it), deep-sea diving, high-speed ski- 
ing, high-speed motorboat driving, bull-fighting 
etc., they communicate the message that those 
who carry out these sports are somewhat like 
heroes (at least for one day). 

(2) The outcomes of risk behaviours are 
mainly relaxation, pleasure, fun, i.e. well-being for 
a short period of time. Risk behaviours involve 
only a short-term time perspective. They are 
always oriented towards a specific social situation ° 
and are characterized by a desire to achieve well- 
being as quickly as possible. In most cases, 
therefore, risk behaviours are relate to leisure 
because in this temporal context people have 
more individual and collective opportunities to 
decide upon what they want to do. This particular 
social sector has been developed in the European 
and North American regions according to com- 
mercial and industrialized patterns. Numerous 
facilities offer services which meet peoples’ desire 
to achieve relaxation, pleasure, and fun. From a 
sociological point of view, one can argue that 
there is an industry offering facilities for risk 
behaviours—and it meets people’s needs to get 
away from everyday life for a certain amount of 
time. This short-term time aspect of risk beha- 
viours is an important factor with regard to health 
promotion. Health-related behaviours rather 
frequently are time-consuming and also bear 
some amount of uncertainty regarding their 
results, while risk behaviours related to alterna- 
tives offering immediate well-being regardless of 
their potentially health-hazardous effects. For 
example, after a day full of stress, an individual 
may decide to unwind by practising meditation, 
taking a nap or doing relaxation exercises, all of 
which can be beneficial health-wise. However, the 
alternative of visiting a bar to have a drink is often 
more attractive, though it might be damaging to 
health depending on.how much the person drinks. 
Life in the fast lane (Franzkowiak, 1987), or living 
in computime (Rifkin, 1989) does not seem to 
allow for long-term considerations concerning 
well-being. Risk behaviours thus tend to become 
an integral part of every lifestyle. The question is 
whether or not we will be able to reduce the 
potentially health-hazardous effects of these 
behaviours. 

(3) Risk behaviours are perceived as individ- 
ual and/or collective attempts to gain control over 
certain situations in terms of well-being. The 
functionality underlying risk behaviours does not 
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TARGET AUDIENCES 


In AIDS health promotion for youth, primary 
audiences are those young people who will 
receive immediate and direct education, skills 
training, and social support. Secondary audiences 
consist of people who influence the primary target 
audiences or the community as a whole. Among 
them may be adolescent peers, but mostly key 
adults from the community. Those community 
groups are defined as secondary audiences whose 
support and involvement is desirable for pro- 
gramme implementation. It is mandatory to also 
target local people who have been opposing 
AIDS health promotion efforts or are likely to 
produce obstacles to the programme in order to 
win their support or, at least, neutralize their 
negative influence. 


Primary target audiences 

Young people are a diverse and mixed popula- 
tion. In a community or area, programme devel- 
opers are likely to find a wide variety of ethnic, 
cultural, social class, and religious backgrounds. 
There will also be important age and gender 
divisions or differences in education and health 
knowledge. Experience of adolescents in isolated 
rural communities is normally different from 
those in the heart of cities or from those on the 
streets in metropolitan areas. Every young per- 
son’s need for accurate information and for 
positive responses to their needs, however, is just 
the same everywhere, 

The selection of primary target audiences is to 
be based on sound epidemiological evidence, 
comprehensive knowledge about common phy- 
siological, psychosocial, and cultural steps in the 
sexual and personal development of adolescents, 
and on results of an initial community assessment. 
. Given this, highest priority should be given to 

those young people who practice high-risk beha- 
viours such as: | 


* unprotected sexual intercourse; 


* exchanging sex for money and drugs; 

* drug abuse, Particularly intravenous drug 
abuse; 

* abuse of alcohol or prescribed drugs, and use 
of illicit drugs; 


skin-piercing other than intravenous drug 
abuse (e.g. tattooing). 


High priority should then be given to ado- 
lescents and youth: 


. 


e who have not previously received HIV/AIDS 
education, and therefore have no or inaccurate 
knowledge, inadequate attitudes as well as 
insufficient behavioural skills; 

© who may have already received some kind of 
HIV/AIDS education, but upon examination 
still show inaccurate knowledge, inadequate 
attitudes or insufficient protective behaviours. 


In addition to these high priority youth, AIDS 
health promotion should be addressed to 


¢ all young people who are developing sexual 
relationships; 

© all young people who start to experiment with 
drug abuse or have friends who do so. 


When and how adolescents start sexual inter- 
course or experiment with drug abuse will vary 
between cultures, countries, and communities, 
also depending on religious and legal norms and 
values. Even within one culture, health promoters 
are likely to find differences in the onset of risky 
practices and the practices themselves. Young 
people in metropolitan regions very often start 
earlier with sexual behaviours or drug abuse than 
boys and girls in rural areas. One should also 
prepare for large differences between male and 
female youth or different ethnic and social class 
sub-groups regarding experience related to sexual 
behaviour and drug abuse. 

Adolescents and youth at greatest risk of 
infection may be identified through available 
epidemiological data related to the prevalence of 
high-risk sexual and drug-abusing behaviours in 
the region or community. If such data are not 
available, one can refer to information gathered 
from health and social workers or other com- 
munity members about the vulnerability of these 
young people to HIV transmission because of 
high-risk behaviour patterns that they usually 
perform (but which have not yet be.n identified 
by epidemiological surveillance—as in the case of 


Street kids or drug abusers being also sex workers, 
etc.). 


Secondary target audiences 


In selecting these audiences, highest priority 
should be given to peers and adults influencing 
the sexual behaviour of the young population or. 
making actual decisions about issues of sexuality 
(or drug abuse) in the community. An initial. 
assessment “adi programme developers with 
sufficient information to identify decision-makers 


and opinion-leaders being relevant to the com- 
munity and its young people. 

On this background, secondary audiences may 
include: 


@ youth leaders from schools, youth organiza- 

tions or informal gatherings such as street sub- 

cultures; 

parents and teachers; 

religious leaders, clergymen, and church staff; 

political leaders; 

por stars and other celebrities, such as athletes; 

medical doctors, community nurses, and health 

staff: 

® media representatives; _ 

® editors of youth magazines; 7 

® social workers, youth workers, and other edu- 
cators; 

® members of the police force and correctional 
services. 


HIV-infected youth 


In many parts of the world, it may be assumed that 
some of the targeted adolescents and youth or 
some of those who participate in a programme 
may already be infected with HIV. Many young 
people may suspect that they are infected and 
where antibody testing is available and taken, 
some may be sure that they are. Young people 
who are infected with HIV face many problems 
related to par nership, sexuality, work, and social 
relations. The existence of these young people 
must in no case be denied; neither must health 
promoters only be concerned about them with 
regard to preveating them from transmitting HIV 
to others. Their well-being is important and 
should play an integral part in programme devel- 
opment and implementation. 
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Information, training, and social support for 
those adolescents and youth living with AIDS, 
HIV-infection, or receiving the results of HIV- 
antibody testing cannot be put back in AIDS 
health promotion. These youth need to be helped 
to understand their medical, emotional, and 
social situation. They also need education to 
avoid risky behaviours, and to help them coping 
with possible: physical or social handicaps and 
discrimination. 

HIV-infected adolescents and youth need 
support in their life settings, and in making life 
choices. They not only have to deal with eventual 
illness but also to cope with years of life during 
which they feel physically well. The same safe sex 
practices that protect uninfected youth will pro- 
tect HIV-infected young people from further 
exposure to HIV or other STDs that may place 
stress on their immune systems. 


PROGRAMME DEVELOPMENT 


The development of AIDS health promotion for 
youth programmes should consist of ten steps as 
shown in Figure 2. f 
Adolescents and youth at greatest risk of infec- 
tion—as a result of behaviours they may practice, 
and the known or presumed prevalence of HIV in 
the region they live in—should receive immediate 
attention when developing a programme. In some 
countries, HIV/AIDS prevention programmes 
for young people put special emphasis on the 
development of self-esteem, communication, and 
decision-making skills, and put an emphasis on 
peer education aiming at behavioural immuniza- 
tion against risk-taking habits. Reflecting the 
needs of homeless adolescents and street kids, 


1. Collecting necessary information through an initial assessment in the community (assessing the youth situation in general, the 
HIV/AIDS situation among and for youth in particular, and the availability of preventive community resources) 


2.: Setting up programme goals and objectives 
3. 


Deciding upon main contents and messages of the programme 
4. Selecting one or more target audience(s) of the programme 
5 


. Securing community acceptance, networking for community involvement and ensuring young people's participation in all 


- stages of the programme (preparing against sources of resistance or potential opponents to the programme, promoting public 
discussion about HIV/AIDS and young people, seeking local allies and political support, establishing advisory boards or local 


‘taskforces’) 


developing practical prevention strategies 
. Pretesting or piloting interventions 


ov on AN 


10. Implementing the programme in the community 


. Looking for effective ways to reach the target audiences (that is, identifying effective channels of communication) and 


. Planning or monitoring, evaluation and reassessment of the programme 
Establishing a programme timetable (schedule) and budget 


Fig. 2: Steps of programme development in AIDS health promotion for youth. 
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unconditional survival support is often included, 
like housing, nutrition, medical care, and educa- 
tion, 

Effective behaviour change will take a long 
time. Programme planners should plan for a 
repetition and extension of programme activities 
over a number of contacts, which can last for 
months or even years. Information sessions and 
behavioural trainings for the target audiences 
have to be presented repeatedly and in different 
social contexts over a longer period of time. 
Through this, it is to be ensured that preventive 
messages and related behavioural changes can be 
picked up at the time members of the audiences 
are ready for it and also in settings where they feel 
secure and comfortable enough to get involved. 

Information sessions, skills training and rehear- 
sal, and support activities can and should be 
simple, frank and direct. It is neither necessary 
nor appropniate to concentrate efforts only on 
teaching biomedical information about HIV/ 
AIDS. Instead, the focus should be upon (a) sim- 
ple, concise information and practical training of 
how to avoid an infection of oneself and Others, 
and (b) the implementation of social support and 
community resources. 

In preparing for programme development, 
AIDS health promotion professionals should 
consider the practical recommendations indi- 
cated in Figure 3. 

It may often be important, even necessary, to 
seek and develop culture-specific methods and 
strategies to challenge apparent cultural barriers 
to effective communication about HIV/AIDS, 
adolescent Sexuality, and injecting drug abuse. 
The help and collaboration of community lead- 
ers, youth leaders or community and youth 
workers from the non-medical professions should 
be welcomed by programme developers. 


COMMUNICATION CHANNELS AND 
INTERVENTION APPROACHES 


It is necessary to create and present under- 
standable messages concerning HIV/AIDS pre- 
vention for sexually active and/or drug abusing 
young people in order to influence their knowl- 
edge, values and behaviours. However, as the 
history of health education against communic- 
able diseases and decades of Only slightly effec- 
tive drug abuse prevention have shown, this is - 
not enough. It is the choice of the right medium 
that bears an equal significance for preventive 
Success and the right message (Hornik and 
Romer; 990). Therefore, all messages should be 
delivered in a way that: 


® actually reaches the adolescents and youth in 
question; — 

® is sensitive to the needs and lifestyles of the 
defined target audiences; 

® uses or contributes to improving social support 
and changing relevant community resources to 
a maximum. 


In AIDS health promotion, a key term is 
channels of communication. To be or become 
effective, channels of communication must be: 


® credible and sensitive (having credibility for the 
target audiences, being able to respond to their 
needs and concerns, and being sensitive to 
cultural, ethnic, social, and gender differences); 
® understandable (being able to transmit the 
necessary information according to the young 
males’ and females’ educational and literacy 
level, language, attention span, lifestyles, gen- 
der role, ethnic or social class divisions and still 
be in accordance with the Programme content); 
* available and frequent (being able to actually 


* Educate about basics first (presenting the basics about communicable diseases and dru g abuse before specifically getting into 


® Present understandable Messages (presenting messages, 


materials, and group exercises simply, so that anyone involved 


directly, such as adolescents and youth, or indirectly, like parents, community officials, or health professionals, can understand 


3 s . ° . * . : . . . Ss. ® 
Be Specific, explicit and non-moralistic (informing comprehensively about sexual activities, how to get and how to correctly use 


condoms, intravenous drug ab 
Pernod of time regarding specific issues) 


Fig, 3; Methodological guidelines for AIDS h 


use, the situation and life-styles of sexual minorities, and the overall life conditions of the target 
_ © Be prepared for gender, ethnic and social class differences (being aware of strong gender, ethnic and social class divisions in 
consequently, designing the programme so that there is space and 
¢.g., addressing and training girls and boys separately, for a certain 


. ° « *, 
Respect parent and community values (being sensitive to cultu 


lions about adolescent sexuality and HIV/AIDS; if necessary, getting parental, other educ 


rally-framed or community-based ethical and moral Preconcep- 
Betting involved in frank and explicit preventive information, 


ators’ and guardians’ consent before 


discussions and training with young people) 


ealth promotion for youth programmes, 


reach the target audience and to reach th 

young people frequently and repeatedly); 

involving (having the capacity to capture young 

people’s attention and involvement); 

stimulating (being able to stimulate discussion 

or group activities by activating informal social 

networks); ‘ 

participatory (supporting the real participation 

of young people as well as other target audi- 

ences and the community in the programme); 

» feasible (being operationally feasible for pro- 
gramme workers); 

» cost-effective (being cost-effective over time 
including the ability to be sustained even after 
programme developers’ input has finished). 


There are two main channels to deliver pre- 
ventive messages: 


® personal communication; 
® mass communication. 


Personal communication 


Here, messages are delivered to individuals or 
small groups of people through face-to-face 
interaction and communication. Intervention 
methods may include classroom teaching, group 
instruction, behavioural training workshops, 
individual or group counselling, group discus- 
sions (focus groups), and community outreach. 
Rather than mass communication strategies, 
strategies of personal communication have 
proven to be effective with high-risk behaviour 
audiences. A good example is the work of out- 
reach educators. Outreach workers walk the 
streets and places where drug abusers, street kids 
and other hard-to-reach youth live. They dis- 
tribute condoms and convey explicit messages 
and skills which otherwise could hardly be com- 
municated as they would not be permitted in 
public or on mass communication channels. 


Mass communication 

Here, a general audience is addressed that is and 
may well stay individually unknown to communi- 
cators. Common approaches include the use of 
print media (such as newspapers, magazines, 
comic strips, and information sheets) or bill- 
boards and posters, broadcasting of radio and 
television spots, public showing of films and 
videotapes, public awareness campaigns (e.g. for 
condom promotion), staged community events 
(AIDS action days or weeks, street theatre and 
drama, music festivals, and use of folk media), and 
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public appearances of teen idols and respected 
youth spokespersons. 

Mass communication may be appropriate for 
reaching and influencing larger youth audiences. 
They can be addressed on the streets and in 
market-places, at worksites, at music festivals or 
folk media events, in discotheques, or as an 
audience to popular youth radio and television 
broadcasts. AIDS health promotion professionals 
may reach out to larger groups of organized youth 
like, for instance, males in the military system or 
adolescents and youth in local and national youth 
organizations. 

One will usually achieve greater exposure of 
preventive messages through mass communica- 
tion. However, it is not always the best choice. 
Mass communication channels may not be appro- 
priate if a programme aims at young people who: 


® are at high behavioural risk for HIV infection 
(e.g. temporary or dependent injecting drug 
abusers, street kids practicing sex for survival, 
adolescent males having unprotected sex with 
men, etc.); . 

e can only be accessed through highly explicit 
messages about behaviours that are socially 
wholly or only partly acceptable (such as 
explicit safety rules concerning injecting drug 
abuse); 

® are mobile; 

e may be resilient to authority or established 
channels of information giving. 


Personal or mass communication? 


In many cases, a combination of mass and per- 
sonal communication strategies is recommended. 
One may start in a step-by-step fashion. At first, 
broadcasting, posters, billboards, and community 
events are used to inform the target audience 
about HIV/AIDS threats and prevention. After 
having enhanced young people’s awareness, 
health promoters may switch to personal chan- 
nels such as outreach, street, and youth work, or 
counselling. By follow-up personal communica- 
tion the effectiveness of mass communication on 
the behaviour of the young people can and will be 
increased. Condom promotion campaigns for 
smaller, high-risk behaviour target audiences 
have been carried out successfully in many coun- 
tries by using this step-by-step approach. 
Personal communication is often more expen- 
sive, shows a limited capacity to reach larger 
audiences, and may require a significant amount 
of programme time to do so. It can be more cost- 


132 FP. Franzkowiak and E. Wenzel 


effective, however, in changing attitudes and 
intentions of young people, especially of those 
who are hard to reach. Mass communication 
strategies will reach larger audiences, but may not 
be sensitive, credible, or explicit enough for 
groups of young people who engage in high-risk 
behaviours. The mass-plus-personal strategy Is 
appropriate for many cases, but it should not be 
considered a simple blueprint for all programmes 
and target audiences. 

Figure 4 gathers a whole range of intervention 
approaches that may be regarded as effective in 
AIDS health promotion for youth. 


IMPROVING COMMUNITY RESOURCES . 
AND ESTABLISHING SUPPORTIVE 
ENVIRONMENTS 


Reorienting available health services 


If HIV/AIDS-related services or treatment facili- 
ties are available in a community, they may be 
used as important channels to reach out to the 
target audiences—thus, also reorienting their 
service profile. Clinics, ambulatories, mobile 
health services and their personnel are widely 
considered credible and effective for obtaining 
health information and treatment. Young people 
attending such services are likely to be responsive 
to information and education offers. 


Personal communication approaches 


Clinics, hospitals, and their staff can also reach 
out to high risk behaviour groups through the pro- 
vision of HIV-antibody testing. Testing must, 
without exception, be voluntary, non-compulsory, 
and confidential. Otherwise the audience will not 
trust the credibility of this offer and of the whole 
programme and will never accept it. It is manda- 
tory to combine testing with pre- and post-test 
assistance and counselling. HIV/AIDS informa- 
tion and preventive behaviour advice must be 
given to all young people who participate, regard- 
less of their tested antibody status. 

Programme developers must prepare for the 
special situation of young clients wi th positive test 
results. As they are carrying an HIV infection with 
the prospect of contracting AIDS sooner or later, 
they should be offered (or referred to) intensive 
medical and psychological counselling. These 
adolescents and youth need long-term assistance 
and support; on the other hand, they must be 


educated in order to prevent them from spreading 


the infection to others. | 
Particularly when working with hard-to-reach 
groups, AIDS health promoters may often find it 


necessary to integrate HIV education and training 


into a comprehensive assistance programme. 
Audiences like urban homeless children and 
adolescents, mobile urban and rural youth, or 
male and female adolescents engaging in prostitu- 
tion for money, food or comfort have needs and 


@ HIV/AIDS education and counselling (in some places also condom distribution) in and out of schools, in discotheques and 


other informal youth settings 


¢ Demonstration, role-playing and training workshops for adolescents and youth in and out of schools (including prope condom 
use and the rehearsing of protective skills in order to resist negative peer pressure) 

© Peer education and protective skills training in schools, in out-of-school settings, with and for drug abusers in their own scenes, 
for adolescent prostitutes, with and for young men having sex with men, etc. 


* Community outreach aiming at these target audiences 


Involvement of local youth organizations and the whole community in peer education, community action, and solidanity for 


young and older people with HIV/AIDS 
@ Telephone helplines and information hotlines 


pe communication approaches 


etc. 
®@ Radio and television broadcasts 


police stations and correctional institutions, etc. 
settings 
° 


concerned adults 
* 


Sis and distribution of printed materials, photomagazines, and comic books for adolescents and youth in schools, out 
schools, in specific target audiences, with different levels of literacy, regarding different levels of explicit language to be used, 
Billboards and poster displays in and out of schools, in public places, informal gathering areas, hospitals and doctors’ offices, 
Public awareness campaigns and condom promotion in the whole community and/or for specific target audiences in their life 
Public screening and mobile projection of educational films and videotapes for adolescents, youth, parents and other 


Community events, use of folk media, and HIV/AIDS education through drama or plays 


Fig, 4: i Lee? ; , 
g. 4: Effective communication channels and intervention approaches in AIDS health promotion for youth. 


concerns that go far beyond accurate and explicit 
HIV/AIDS education. To improve chances of 
getting close to these young people, it may often 
be necessary to react to their basic needs first. 
These will normally include shelter, nutrition and 
clothing, medical care and emergency treatment, 
education, job and social skills training. 


Networking for supportive environments 


Preparing for possible resistance and resilience to 
AIDS health promotion for youth is of extreme 
importance. Keys to reducing community resist- 
ance are involvement and positive communica- 
tion. To saf. guard against obstacles, community 
leaders, such as political and religious leaders or 
legal representatives, should be involved in pro- 
gramme development and programme review 
from the start. It is also essential to include youth 
leaders or target youth into these consultations to 
help community leaders recognising the needs that 
the programme has to address (and, if need be, to 
help them understand why some explicit messages 
or educational methods may be employed). 

Figure 5 suggests concrete ways to overcome 
resistance to an AIDS health promotion for youth 
programme. They were developed and field- 
tested in the context of condom promotion. 

On the local level, networking is an essential 
instrument for gaining active allies and securing 
community involvement. Its aim is to establish a 
coherent network of relevant people, groups and 
organizations ensuring that all programme activi- 
ties are coordinated and integrated. Networking 
depends on strong coordination which should 
remain in the hands of programme planners and 
developers. Networking is an effective tool for 
disseminating information and methodology, 
spreading responsibility, creating commitment, 
and gathering expertise and resources. . 

When building up a network of programme 
supporters, the following groups and people may 
be approached and asked for their collaboration: 


Gain political support from the highest possible sources 
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* youth leaders, representatives from youth 
Organizations and associations, and other rep- 
resentatives of non-government organizations; 

® parents and parent organizations; 

® teachers and representatives of school and 
vocational education authorities; 

® members of local press, radio, and television; 

© editors of youth magazines; 

® youth workers, social workers, and their local 
administration; 

¢ children’s youth and women’s rights organiza- 
tions, self-help groups and counselling agen- 
cies; 

® medical doctors, community nurses, and other 
professionals from local health care institu- 
tions and counselling agencies; 

© religious and church leaders; 

© political leaders from the community or region; 

@ police officers and (if targeted) detention or 
army officers; 

e cet of coffeebars, and discotheques and 
clubs. 5 


There are many advantages regarding the 
involvement of community members, such as 
parents, teachers, and doctors, in the programme. 
This involvement gives more credibility to all 
programme activities. It will increase the likeli- 
hood of AIDS health promotion becoming widely 
accepted and also encourage the selection of 
programme workers being acceptable to the com- 
munity. 


MONITORING AND EVALUATION 


Monitoring 


Through monitoring, information is collected and 
analysed about proper programme implementa- 
tion. This involves regular checking to see 
whether programme activities are being carried 
out as planned and to control for probable 


Win local allies for the programme, especially among the press and media and with community spokespersons 


* 
* 
© Meet with potential opponents early to hear their views 
« 


Inform opponents fully about the programme's goals and messages, its target audiences, the selected educational strategies and 


materials 


@ Emphasize condom use and its importance for disease prevention especially to religious authorities and parents 
@ Avoid offensive jargon or use of explicit messages if this is offensive Rie , 
© Be innovative and try to find out ways to by-pass restrictive regulations concerning public discussion of young people's 


sexuality or drug abuse 


Fig. 5: How to deal actively with potential community resistance to AIDS health promotion for youth programmes. 
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problems, sources of resistance, or lack of human 
and other resources. . 

Monitoring is an integral part of implementa- 
tion; it is incorporated from the start of the 
programme. Preferably, already existing informa- 
tion and reporting resources in the community 
are utilized such as the local press and community 
administration. Monitoring must be carried out at 
frequent intervals (for instance, once a month or 
every 6 weeks). It is recommended to apply sim- 
ple information-gathering techniques that are not 
costly and provide a rapid feedback. 

Programme monitonng in AIDS health promo- 
tion for youth keeps track of the following general 
indicators: 


© achievements (e.g. what does the programme 
achieve during set intervals of time? What have 
been setbacks or failures? Is all planned infor- 
mation and training available to target audi- 
ences at the right time?); 

® wiilization (e.g. how are community and human 
resources utilized? How are information and 
training offers, printed materials, support pro- 
grammes, etc. used by the target audiences”); 

* supplies (e.g. how many supplies and how 
much equipment is needed over time? Do 
members of target audiences have access to 
condoms or clean syringes?) 

° staff (e.g. who works for the programme? Are 
there changes regarding programme staff and 
other people involved?); de Ss 

* audiences (e.g. how do target audiences and the 
community react to the programme? What are 
the main sources of information and training? 
Do they have Proper access to programme 
activities and services?), 


Common monitoring techniques (that can also 
be applied for evaluation Purposes) include: 


® Access (i.e., did the tar 
their needs and Priorities?) 


* Exposure (i.e., how many adolescents and youth in and out of the selected tar 
messages? How often were they reached? How many young people could be r 


and behavioural skills training? 
* Comprehension (i.e tt 


such as changes in STD 


© surveys (periodic questionnaire surveys with 
members of the target audiences, youth lead- 
ers, peers, parents and family members, teach- 
ers, etc.) 

® interviews and discussions (periodic discus- 
sions and interviews with all of the above as 
well as community leaders); 

© work reports (periodic checks from programme 
workers and other personnel); 

© service checks (periodic checks with service 
outlets and other institutions involved in pro- 
gramme implementation); 

© media coverage (periodic monitoring of mass 
media such as local and regional press, radio 
and television reports). 


Evaluation 


Evaluation means to collect and analyse informa- 
tion about programme effectiveness and impact 
as a whole or with regard to some of its elements 
and stages. Evaluation is crucial in the process of 
pretesting materials and piloting interventions, 
and it also includes a later reassessment of 
programme achievements. Evaluation provides 
data about how information, education, training, 
and social support have influenced the HIV/ 
AIDS-related knowledge, attitudes, beliefs, prac- 
tices and skills of the target audiences. Wherever 
possible, available epidemiological indicators, 
and/or HIV incidence 
during the course of an intervention, should be 
integrated into the process of impact evaluation. 
Evaluation is not an optional extra: it is and 
should always be an integral component of the 
preventive process. 

In AIDS health promotion for youth the indi- 
cators given in Figure 6 are relevant (WHO, 
1990b). 


get audiences have access to the chosen channels of communication? Did education and training meet 


get audiences were reached by the programme 
eached by information Sessions, peer education, 


related to young people with high-risk behaviours or to HIV- 


for this, where and who were barriers?) 


ASSESSMENT 


issessment means to take a second look at the 


yact, outcome, and efficiency of an AIDS * 


Ith promotion for youth programme. After 
shing the programme and its evaluation, it is 
ful to reflect on results and the experience 
hered during its conduct. 

*lanned reassessment permits a reorientation 
programme implementation or future pro- 
mmes. In most countries, the HIV/AIDS 
lation is changing rapidly. National AIDS 
ns and programmes for young people must be 
xible enoug.: to respond to new problems as 
y arise and to pinpoint the shortcomings of 
svious programmes. 
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fhe current global situation of the HIV/AIDS | 
pandemic 


Lo pandéemie mondiale de VIH/SIDA: situation 
actuelle 


As of 30 June 1996, | 393 649 cumulative AIDS cases in 
adults and children have been reported to WHO since the 
onset of the pandemic. This represents a 19% increase 
from the | 169 811 cases reported to | July 1995. 

The accompanying table provides the number of re- 
ported AIDS cases to date, by continent. 

Fig. 1 presents the global distribution of reported and 
estimated AIDS cases as of mid-1996. Allowing for under- 
diagnosis, incomplete reporting and reporting delay, and 
based on the available data on HIV infections around the 
world, it is estimated that over 7.7 million AIDS cases in 
adults and children have occurred worldwide since the 
pandemic began. 


Au 30 juin 1996, un total de 1 393649 cas de SIDA chez les 
adultes et les enfants avaient été signalés a |l’OMS depuis le début 
de la pandemie. Cela représente une augmentation de 19% sur les 
1 169 811 cas signalés au 1“ juillet 1995. 

Le tableau ci-contre donne le nombre de cas signalés jusqu’ici, 
par continent. 

La Fig. | indique la repartition au niveau mondial du nombre 
de cas signaleés et du nombre estimé de cas de SIDA au milieu de 
année 1996. Compte tenu du sous-diagnostic, ainsi que des 
lacunes et des retards dans la déclaration des cas, on estime, en 
s’appuyant sur les données disponibles concernant les infections a 
VIH dans le monde, qu’environ 7,7 millions de cas de SIDA se 
sont produits chez les adultes et les enfants a |’échelon mondial 
depuis le début de la pandemie. 


Fig. 1 Total number of AIDS cases in adults and children from late Fig. 1 Nombre total de cas de SIDA chez les adultes et les enfants depuis Ia fin 


1970s/early 1980s until mid-1996 des années 70/début des années 80 jusqu'a la mi-1996 
Reported: 1 393 649? Estimated: 7.7 million 

Signalés: 1393 649? Estimés: 7,7 millions 
: USA 

USA — Etats-Unis 

Etats-Unis Pictih ie d'Amérique 

Americas® - Amériques® 13% G Ne bac: Asia-Asie7% 
Etimpe 3% Oceania - Océanie <1% 


Hy) §©6Asia- Asie 2%. 
Oceania - Océanie <1% 


Africa — Afrique 
36% 


“AIDS cases reported to WHO as of 30 June 1996. - Cas de SIDA signalés 4 |'OMS au 30 juin 1996. 3 Ajrica — Afrique 
6 Excluding USA. - Sauf Etats-Unis. 77% 


ry ics i a ee 
1 Estimated cumulative distribution of HIV-infected persons from Carte] Estimation de lo répartition cumulée des personnes infectées par le VIH 
mY late 1 970s early 1980s until mid-1996 : depuis la fin des années 70/début des années 80 jusqu'a la mi-1996 
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Eastern Europe 37d Central Asia 


Europe orienia e et Asie centrale 31 000 


North America 
Amérique Ju Nord 


1.2 million Western Europe 
Europe occidentale 
640 000 
East Asia and the Pacific 
——- s Asie de l'Est et Pacifique ae 


North Africa and the Middle East 
Afrique du Nord et Moyen-Orient 


South and South-East Asia oe 
Asie du Sud et du Sud-Est 5 million(s) 


Laun America and the Caribbean 
Amérique latine et Caraibes 
1.9 million 


Sub-Saharan Africa 
Afrique subsaharienne 
19 millionts) 


Australasia 23 000 
Australasie 


Global total:* 27.9 million. - Total mondial:* 27,9 millions 


* Totals may not add due to rounding. - Les chiffres ayant 6té arrondis, leur somme ne correspond pas necessarement au total. 
Source: Joint Unitad Nations Programme on HIV/AIDS. - Programme commun des Nations Unies sur le VIH/SIDA 
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30 000 
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* 


East Asia and the Pacific 
Asie de |'Est et Pacifique 


200 000 


South and South-East Asia 


Asie du Sud et du Sud-Est 4.8 millions) 


Sub-Saharan Africa 
Afrique subsaharienne 
14 million{s) 


Australasia 


Australasie 13000 


Global total:? 21.8 million. - Total mondial:2 21.8 milliors 


4 Totals may not add due to rounding. - Les chiffres ayant été arrondis, leur somme ne correspond pas rece 
Source: Joint United Nations Programme on HIV/AIDS. - Programme commun des Nations Unies sur le VIH/SIDA. 


As of mid-1996, it is estimated that around 25.5 mil- 
lion adults, and more than 2.4 million children, have been 
infected with HIV since the beginning of the pandemic 
(late 1970s to early 1980s). Map I presents the estimated 
regional distribution of total HIV infections in adults and 
children to date. 

Map 2 shows the estimated regional distribution of 
these HIV-infected adults and children (including AIDS 
Cases) alive as of mid-1996. 

Currently, an estimated 2] million adults and 800 000 
children are living with HIV/AIDS. 
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Zoonoses control 
Equine morbillivirus in Queensland 


Australia. The equine morbillivirus (EMV) was isolated 
in September 1994 by the Aus Animal Health Labo- 
of Primary Industries’ 
and the Queensland 
on of this virus was 
€ase outbreak investi- 
d DPI. 

of infection with EMV 
eptember 1994. A fur- 
en infected by the virus 
these horses, they were 


the lungs with the accu- 
fluid, 

ontact with the sick mare 
S$ and also suffered respira- 
th fatal consequences. 
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ssairement au total. 


pe SS BS ee 
A la mi-1996, on estime que plus de 25,5 millions d’adultes et 
Plus de 2,4 millions d’enfants ont contracté infection a VIH 
depuis le début de la pandémie (fin des années 70/début des 
années 80). La Carte 1 donne la répartition régionale actuelle de 
ensemble des infections a VIH chez l’adulte et l’enfant. «. 
aftes 

La Carte 2 indique la répartition régionale estimée des adultes 
et des enfants infectés par le VIH (y compris les cas de SIDA) 
encore vivants a la mi-1995. oa 

Actuellement, on estime que 21 millions d’ 
enfants vivent avec le VIH/SIDA. : 
SSE — 
Lutte contre les zoonoses 
Le morbillivirus équin au Queensland 


" 
adultes et 800 000 


Australie. Le morbillivirus équin (MVE) a été isolé en septembre 
1994 par l’Australian Animal Health Laboratory, le Queensland De- 
partment of Primary Industries (DPI) Animal Research Institute et les 
autorités sanitaires du Queensland. Ce virus a été isolé ‘dans le 


cadre de l’enquéte d’urgence faite par le DPI du Queensland sur 
une flambée de maladie. | 


1 ion due 
ept autres chevaux se 
rus et, pour éviter tout 


En septembre 1994, 14 chevaux sont morts d’une inf 
au MVE dans le sud-est du Queensland. § 
sont avérés avoir été contaminés par le vi 
risque de rechute, ils ont été abattus sans souffrance. Le premier 
décés attribué a l'infection est Survenu chez une jument le 
9 septembre 1994, a la suite d’une bréve maladie (celle-ci avait été 
constatée le 7 septembre). Le virus avait entrainé de trés graves 
lésions pulmonaires avec accumulation massive de liquide, 


Deux personnes qui avaient été e 
malade ont été contaminées 
d’une maladie respiratoire, 

aernmeninaninaullihtiananitae 


n contact étroit avec la jument 
Par le virus et ont également souffert 
qui a eu, dans un cas, une issue fatale. 
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AIDS-related policies, legislation and programme 


implementation in India 


SHEENA ASTHANA 


Department of Social Policy, Faculty of Human Sciences, University of Plymouth, UK 


This paper traces the evolution of AIDS-related policy and legislation in India from an initial response 
characterized by conservatism and discrimination to the development of a coherent national programme 
which aims to prevent the transmission of HIV and to develop support structures for people with 
HIV and AIDS. Examining the strategies, achievements and problems of specific components of the 
National AIDS Control Programme (NACP), the paper finds that the very progressive approach of 
national-level policy makers has been countered by conservative forces at the state and local levels. 
Little progress has been made, moreover, in incorporating HIV/AIDS prevention efforts into broader 
development and empowerment strategies. The paper concludes by considering the wider social 
context of AIDS in India and the role of more far-reaching policy measures. 


Introduction 


In response to demands from both international agen- 
cies and indigenous organizations, the Government 
of India (GOI) is reviewing public policy and legisla- 
tion relating to HIV and AIDS. During the 1980s, 
the official response was largely one of denial and 
complacency, with AIDS being regarded as a prob- 
lem confined to foreigners and highly marginal 
groups. Although the National AIDS Control Pro- 
gramme (NACP), launched in 1987, was responsible 
for health education and care as well as screening 
and surveillance, in the Programme’s early years 
more emphasis was placed on surveying so-called 
high-risk groups for HIV antibodies than on raising 
general awareness about the disease and developing 
support structures for those with HIV or AIDS. The 
lack of attention given to prevention during this period 
reflected both cultural taboos surrounding sexual 
behaviour in India (which gave rise to a reluctance 
to admit that heterosexual poly-partnerism and homo- 
sexual relations were not confined to highly margin- 
alized groups) and the tendency for Indian health 
personnel to view AIDS as a medical problem. The 
subsequent neglect of the socio-cultural and economic 
context of HIV transmission left planners poorly 
equipped to design and implement HIV prevention 
strategies. 


Since the creation in 1992 of the National AIDS Con- 
trol Organization (NACO) and the expansion of 
NACP into the National AIDS Prevention and Con- 


trol Progamme, AIDS-related policy in India has 
evolved rapidly and progressively. According to cur- 
rent policy, all sections of society are to be targeted 
rather than groups at increased risk of infection 
only. NACP now acknowledges the need to promote 
greater awareness amongst the public as a whole, to 
ensure a policy of non-discrimination towards in- 
dividuals with HIV or AIDS, and to focus more 
resources upon HIV prevention activities. 


Whilst the government’s response to AIDS has un- 
doubtedly changed for the better, the extent to which 
its new rhetoric can be translated into reality remains 
to be seen. In addition to facing ideological barriers 
to change, attempts to implement the new policy 
objectives have been frustrated by practical and 
logistical problems. Bureaucratic inertia, for exam- 
ple, has prevented the desired collaboration between 
central and state governments; different ministries 
and departments; and between governmental and non- 
governmental organizations. As a result, the Pro- 
gramme has faced bottlenecks in the distribution of 
funds for AIDS projects, the recruitment of person- 
nel and in the design and implementation of multisec- 
toral strategies for HIV prevention and care. 


The structure and organization of the health system 
in India also poses problems for AIDS policy-makers. 
The vast majority of the nation’s doctors, who work 
in the private sector, are distanced from Central 
Government recommendations and initiatives; and, 
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notwithstanding the official commitment to primary 
health care, public health services (such as health 
education and community health) are under- 
developed. Finally, the practical difficulties of gain- 


ing access to vulnerable groups, such as commercial : 


sex workers and intravenous drug users, have been 
compounded by a legislative context that reinforces 
their stigmatization and marginalization. 


Against this background, this paper examines the 
Strategies, achievements and problems of HIV/AIDS 
policy in India. Following a brief overview of the pat- 
tern of HIV transmission in the country, the evolu- 
tion of policy and legislation relating to HIV/AIDS 
_ is described, with particular reference to the develop- 
ment of the National AIDS Control and Prevention 
Programme. In the third part of the paper, seven 
specific components of the Programme are identified 
and their objectives, achievements and problems 
assessed. These are programme management; 
surveillance; HIV prevention through information, 
education and communication (IEC); the control of 
sexually transmitted diseases; condom programming; 
blood safety; and the reduction of the impact of 
HIV/AIDS. The paper concludes by considering the 
wider social context of HIV/AIDS and the role of 
more far-reaching policy measures. 


HIV transmission in India: recent trends 


Although numbers of recorded cases of HIV and 
AIDS in India are still relatively low, the rapid 
Increase in seropositivity rates amongst sentinel 
populations Suggests that the scale and pace of HIV 
transmission in the country is already significant. 
By March 1995, 2 505 704 people in India had been 
screened for HIV infection. 18 222 were found to 
be seropositive using the Western Blot method and 
1108 individuals have developed full blown AIDS 
(NACO 1995). Seventy-nine per cent of recorded 
HIV positive cases are located in the four states of 
Maharashtra, Tamil Nadu (including Pondicherry), 
Manipur and Karnataka (Figure 1). This partly 
reflects the more advanced medical and screening 
facilities in Bombay, Madras, Vellore and Bangalore. 
Thus, if the data are adjusted to take account of 
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Figure 1. Recorded HIV Positive cases per million population, 


India, May, 1995 


Figure 2. HIV Positive cases 
infection, India, May, 1995 


per 10 000 cases screened for HIV 
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The dominant mode of HIV transmission in India is 
heterosexual intercourse. The strong double standard 
that expects women to preserve their® premarital 
virginity and to remain exclusively faithful to their 
husbands, but which tacitly accepts that men may 
engage in premarital or extramarital intercourse, has 
resulted in a sizeable demand for female prostitution. 
At the same time, there are large numbers of im- 
poverished women who find few opportunities for 
economic survival other than commercial sex. Up 
to one million women are estimated to work in 
the Indian commercial sex industry (ICMR 1992), 
100 000 in Bombay alone. Low levels of condom 
use and high rates of client turnover have facilitated 
the transmission of sexually transmitted diseases, 
including HIV. Approximately 30% of prostitutes 
in Bombay are believed to be HIV positive (ICMR 
1991) and in Madras, where the first case of HIV 
infection in the country was detected, seropreval- 
ence levels amongst commercial sex workers had 
reached 15% by June 1993 (personal communication, 
Dr Jayapaul). 


Intravenous drug use has also emerged as an impor- 
tant risk factor of HIV transmission in India. The 
highest rates of HIV have been recorded in the north 
eastern state of Manipur where cheap and easily 
available good quality heroin is fuelling an HIV 
epidemic amongst intravenous drug users, or IDUs 
(Naik et al. 1991). By March 1995, 97 per 1000 
people screened in the State were found to be HIV 
positive, yielding a seroprevalence rate of 171 per 
_100 000 population (NACO 1995). The neighbour- 
ing states of Mizoram and Nagaland are also recor- 
ding steady increases in HIV. High rates of injecting 
drug use in this region have been associated with its 
proximity to the ‘Golden Triangle’ of Burma, Laos 
and Thailand where 20% of the world’s heroin is 
estimated to be grown and processed. However, in- 
travenous drug use is not confined to the north east. 
Of the estimated 2 million drug users in India, 50 000 
are believed to inject drugs (Jayaraman 1992). In 
Delhi the recorded seropositivity rate amongst IDUs 
rose from 43.5 per 1000 in 1993 to 333.3 in the first 
6 months of 1994 (Pioneer 1994). 


Whilst trends in HIV prevalence amongst commer- 
cial sex workers (CSWs) and IDUs have commanded 
the most attention of both the Indian media and 
government Officials, evidence suggests that HIV is 
firmly entrenched in the general population. The 
number of people who have been infected by blood 
and blood products is unknown, although this factor 


currently accounts for more full-blown AIDS cases 
in India than intravenous drug use. CSWs and their 
clients also provide a point of contact for HIV 
transmission between large numbers of otherwise 
disconnected people. As a result, growing rates of 
seroprevalence are being observed in so-called low- 
risk groups. Extrapolating data on HIV prevalence 
rates in pregnant women and blood donors, GOI and 
WHO suggest that the AIDS epidemic in India will 
exceed that of neighbouring Thailand. By the end of 
1992 more than one million people in the country 
were estimated to be infected with the virus. This 
figure is expected to double or even triple by 1996 
(NACO 1993). 


The evolution of HIV/AIDS policy in 
India 


During the early 1980s, the official response to AIDS 
in India was one of denial (Girimaji 1990; Chatter- 
jee 1991). AIDS was seen as a ‘foreign’ disease from 
which ordinary Indians would be spared. The detec- 
tion, in 1986, of HIV antibodies in Indian CSWs did 
little to dispel this belief. Although women engaged 
in prostitution were vilified for ‘importing’ the disease 
by having sex with foreigners and were identified as 
a potential ‘reservoir of infection’ which threatened 
the general population, the stigmatization of CSWs 


- served to distance them from an indifferent public 


and to reinforce the view that AIDS was restricted 
to specific, well-defined groups. This view prevailed 
when cases of seropositivity were identified in 1987 
amongst professional blood donors. Rather than using 
this sample (albeit biased towards impoverished men) 
to interpret possible trends in HIV infection in the 
general population, professional blood donors were 
branded a ‘high risk group’ and charged with sexual 
promiscuity and drug addiction. 


The emphasis placed upon high-risk groups rather 
than high-risk behaviours both reflected and con- 
tributed to the first policies and laws relating to 
HIV/AIDS. In 1986 the Indian Council of Medical 
Research (ICMR) in collaboration with the Direc- 
torate General of Health Services (DGHS) and in- 
dividual State Governments initiated a national 
programme of serological surveillance (ICMR 1987; 
ICMR 1988). This provided the springboard for 
(indeed, came to be synonymous with) the National 
AIDS Control Programme which was formally 
launched in 1987. Rather than developing a system 
of sentinel surveillance, efforts focused on the un- 
systematic collection of samples from ‘high-risk 
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groups. The latter were defined as sexually pro- 
miscuous men and women, homosexuals, IDUs and 
people who had received repeat blood transfusions. 
However, as little guidance was given with regard 
to the practical problem of identifying and testing 
such individuals, samples were taken from ‘captive’ 
populations (STD patients, women detained under the 
prostitution laws, blood donors and hospital patients). 
As access to the latter depended upon the extent to 
which individual Surveillance Centres could liaise 
with hospitals and social welfare or police depart- 
ments in their states, there was a large variation bet- 
ween the centres in both the numbers of individuals 
and the proportions of specific groups tested. By 
October 1989, for example, Tamil Nadu State alone 
accounted for 43% of all people screened in India. 
By contrast the State of Uttar Pradesh, which com- 
prises 16% of the total Indian population, had tested 
less than 2% of all screenees. 


As targeting procedures clearly differed from centre 
to centre and state to state, it became difficult to draw 
reliable conclusions about the prevalence of HIV in 
specific groups or regions, let alone piece together 
a national picture. However, ICMR felt compelled 
to publish its findings. With insufficient information 
to assess the prevalence, distribution and likely spread 
of HIV in the population as a whole, the Council 
could do little more than draw the public’s attention 
to its sero-surveillance data on high-risk categories. 
Such selective reporting inevitably reinforced the 
impression that AIDS was restricted to the most 
marginalized of groups and strengthened calls for 
discriminatory legislation. 


During the 1980s, various legal measures were pro- 
posed to prevent the so-called importation and spread 
of HIV in India, from compulsory testing to the 
isolation of HIV positive individuals and AIDS 
patients. Despite popular support, most were rejected 
on the basis of human rights. The notorious AIDS 
Prevention Bill of 1989, for example, gave govern- 
ment and health authorities Sweeping powers to 
infringe upon individual rights (de Souza 1990). 
The draft Bill included provisions to require med- 
ical practitioners to notify local health authorities 
about any drug addicts, HIV positive people and 
AIDS Patients in their care; to empower health 
authorities to forcibly test and question individuals 
Suspected to be at greater risk of infection and isolate 
HIV Positive cases; and to introduce criminal 
penalties for the transmission of HIV by professional 
blood donors. Not surprisingly, the Bill received 


widespread criticism for victim blaming and deny- 
ing human rights and, following a series of amend- 
ments, it was finally withdrawn in 1992. 


The absence of legislation has not prevented the ap- 
plication of highly discriminatory measures in prac- 
tice. Questions have been raised, for instance, about 
the methods used in surveillance activities. Although 
the collection of blood samples from high-risk groups 
is technically ‘voluntary’, it is doubtful whether the 
consent of screened individuals is always obtained and 
whether they have the knowledge and freedom to 
refuse testing. Other problems relate to the treatment 
of individuals found to be HIV positive. Information 
about people’s HIV status is frequently leaked to the 
press who have not only named HIV positive in- 
dividuals, but printed their photographs. A number 
of states have illegally detained HIV and AIDS suf- 
ferers as well as people suspected to be at high risk 
of infection. In 1988, for example, HIV positive sex 
workers arrested under the Prevention of Immoral 
Traffic Act in Madras were kept under detention even 
after serving their official sentences. The case pro- 
voked a strong response from local activists and in 
1990 the Madras High Court ordered the release of 
five prostitutes who had been detained at the Govern- 
ment viligance home (Nataraj 1990). 


In the face of both international and national pressure, 
GOI began to revise its AIDS policies. In 1989 a 
medium-term plan for AIDS control was drawn up 
in collaboration with WHO. This focused on the need 
to establish an effective programme management 
structure with a view to coordinating multisectoral 
policies. In 1990 responsibility for surveillance act- 
ivities was transferred from ICMR to the office of 
the National AIDS Control Programme in DGHS 
(NACO 1993). As the latter had already initiated 
blood safety and AIDS case management program- 
mes (whereby existing medical colleges and institutes 
had been designated as regional centres for the clinical 
treatment of AIDS), this paved the way for the crea- 
tion of an umbrella organization responsible for coor- 
dinating a broader range of AIDS-related policies. 
In 1991, proposals for a new bureaucratic structure 
encompassing such an organization were developed 
in a 5-year Strategic Plan for the Prevention and Con- 
trol of AIDS in India. The following year, the Na- 
tional AIDS Control Organization was officially 
established and the more comprehensive National 
AIDS Prevention and Control Programme was 
launched. 
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The creation of NACO represented a turning point 
in Indian AIDS policy. Although some emphasis is 
still placed on surveillance, NACP now acknow- 
ledges the need to focus more resources upon HIV 
prevention strategies as well as counselling and care. 
To this end, the Programme aims to encourage safer 
sex practices and condom use amongst the general 
public as well as vulnerable groups; to further develop 
STD (sexually transmitted disease) prevention and 
control activities; to ensure that HIV postive in- 
dividuals and AIDS patients are provided with 
care, counselling and support in order to live their 
lives in dignity; and to integrate AIDS Information, 
Education and Communication (IEC) programmes 
with existing health programmes, including mother 
and child health and family planning, and with 
other sectoral programmes in education, youth 
affairs, women’s issues, welfare, urban develop- 
ment and labour affairs. In order to implement 
this comprehensive approach, NACO explicitly 
calls for intersectoral and NGO (non-governmental 
organization) collaboration together with grassroots 
mobilization. 


NACO suggests that grassroots approaches are part- 
icularly relevant to the development of targeted pro- 
grammes for groups practising high-risk behaviours 
(sex workers, their clients and employers; IDUs; 
men who have sex with men; school leavers; migrant 
labourers and prison inmates) and identifies NGOs 
as major partners in such initiatives. It accepts that 
no standard formula can be applied to community- 
based strategies and that programmes should be 
adapted to local level circumstances. In the absence 
of detailed knowledge about the socio-demographic 
characteristics and social structures of vulnerable 
groups such as CSWs and IDUs, the need for qual- 
itative assessment of local needs and potential 
strategies is also acknowledged (Government of 
India 1991). 


With its commitment to project integration, com- 
munity participation and non-governmental involve- 
ment, GOI’s response to AIDS has undoubtedly 
changed for the better. However, the 5-year Strategic 
Plan is ambitious and problems of translating policy 
into practice in the Indian context may have been 
underestimated. The following section examines 
NACP’s specific components in more detail and con- 
siders factors that have enabled and constrained their 
implementation. 
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The National AIDS Control Programme: 
specific components 


As outlined above, AIDS policy in India prior to 1992 
focused almost exclusively on serosurveillance. Be- 
tween 1987 and 1991, 85% of the national AIDS 
budget was devoted to the screening of individuals, 
blood and blood products (NACO 1993). By contrast, 
in 1992 there were only five government centres for 
the care of AIDS patients in the whole of the coun- 
try (Baweja and Katiyar 1992). Health education 
activities were also woefully inadequate and relied 
on the limited number of non-governmental organ- 
izations who were willing to work in AIDS preven- 
tion. Recognizing the need to focus resources more 
effectively on preventive activities, NACP incor- 
porated an IEC component, STD control and con- 
dom promotion in addition to the existing surveillance 
and blood safety programmes. Strategies for reduc- 
ing the impact of HIV and AIDS were also included 
in the new plan. In order to implement this more 
extensive range of activities, attention to and funds 
for programme management were substantially 
increased. 


Strengthening programme management 

As NACP objectives and activities, together with 
the budget available for HIV/AIDS policy, have 
expanded, the management demands of the Pro- 
gramme have become significantly more complex. 
On the one hand, a centralized management struc- 
ture is required to provide overall policy directions, 
to coordinate multisectoral collaboration, to extend 
technical and operational support to staff and organ- 
izations implementing programme activities, and to 
approve budgets and disburse funds. At the same 
time, there is an increasing awareness of the role of 
regionally specific factors in the transmission of HIV 
and thus of the need for management to be decen- 
tralized so that appropriate action can be taken by 
state and district authorities and by local NGOs. 
Political pressures have also propelled the decen- 
tralization of AIDS programme management to the 
state level. Health is constitutionally a state respon- 
sibility in India and individual states have con- 
siderable power to either accept or reject centrally 
organized and centrally funded programmes. It is 
therefore both necessary and desirable for state 
governments to fully participate in the design, im- 
plementation and management of the country’s AIDS 
programme. 


The new National AIDS Control Programme has a 
hierarchical structure, each level of management 
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corresponding with a level of bureaucracy in the state 
machinery. The National AIDS Control Organization 
(NACO) is accountable to and receives policy 
guidelines from multisectoral committees chaired by 
the Minister and Secretary of Health. Nevertheless, 
it holds sufficient administrative and financial powers 
to constitute a centralized body for the planning and 
management of policies relating to HIV and AIDS. 
It is at this level that specific programme components 
are designed, coordinated and monitored; that funds 
are allocated and disbursed; and that liaison takes 
place with associated ministries, state governments, 
multilateral and bilateral agencies and NGOs. All 
government ministries and departments, for exam- 
ple, have been invited to designate officers respon- 
sible for developing programmes in collaboration 
with the Organization. NACO is also supported in 
its functions by a National Technical Advisory Com- 
mittee which endorses operational guidelines and 
which may advise on the need for training and educa- 
tional materials. 3 


In order to decentralize the planning, implementa- 
tion and management of AIDS prevention pro- 
grammes tO a more appropriate level, the basic 
Organizational structure of NACP has been replicated 
at the state level. State AIDS Control Programmes 
are managed by State AIDS Cells (the counterparts 
of NACO), which are Supported by State Technical 
Advisory Committees and overseen by Empowered 
Committees. Like their national level counterparts, 
the latter are expected to have multisectoral represen- 
tation so that partners from various government sec- 
tors, industry, women’s groups, NGOs, trade unions 
and so on can contribute to the development of 
strategic plans. Arguing that the factors associated 
with HIV transmission vary regionally, NACP en- 
visages that each state will develop its own approach 
to AIDS prevention and control. To this end, the in- 
volvement of NGOs is Strongly encouraged as such 
Organizations tend to have the freedom and flexibil- 
ity to respond to local needs. 


The new Organizational structure of NACP demon- 
strates a commitment by the Government of India to 
mount a serious response to the growing challenge 
of AIDS by fostering collaboration between central 
and state sovernments, different Ministries and 


departments, and between governmental and non- 
governmental Organization 


observe NACO directives and to promote the par- 
ticipation of the NGO sector.-Between 1992 and 
1993, 22 states and union territories used less than 
10% of the funds allocated to them for AIDS preven- 
tion and control. Several state governments failed to 
create AIDS Cells and in some cases money was 
diverted to other programmes. Even where AIDS 
Cells have been established there have been problems 
with staff recruitment and programme implementa- 
tion. Staff are normally transferred to the Cells from 
health and other government departments. However, 
because AIDS Cell posts are perceived to have a 
limited life-span (they are Supported from a five-year 
World Bank loan) and because of the stigma attached 
to AIDS-related work, these appointments are treated 
like ‘punishment postings’ (Pioneer 1993). By July 
1993, only three of the 11 vacancies in the Delhi Cell 
had been filled, and in the Punjab officers were 
reshuffled every three months. Such procedures are 
unlikely to result in an efficient and dedicated staff. 


Problems have also emerged in programme im- 
plementation, most particularly in attracting NGO in- 
volvement in the design and implementation of HIV 
prevention activities. Contrary to national guidelines, 
very few state governments (Tamil Nadu being a 
notable exception) have created Empowered Com- 
mittees with multisectoral representation. The 
absence of NGO participation in management has 
done little to counter bureaucratic conservatism in 
policy development and resource allocation. For 
example, rather than placing funds directly at the 
disposal of the new State AIDS Cells, Finance 
Departments have typically released the money to 
Health Departments. The latter have proved reluc- 
tant to support programmes of a more innovative 
nature and to support the non-governmental sector. 
In response to demands from NACO and the Ministry 
of Health, state governments have begun to review 
their funding procedures, In metropolitan cities, for 
example, efforts are being made to set up separate 
administrative departments within municipal corpora- 
tions (NACO 1994). These umbrella organizations 
would plan and coordinate the implementation of 
AIDS prevention and control activities by different 
agencies and sectors. 


The creation of umbrella organizations at the city and 
State levels would be a Positive development for 
NACO's aim of promoting integrated HIV/AIDS 
policies. The Organization recognizes that this dis- 
€ase cannot be addressed by the health sector alone. 
However, although it has had some success in 
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establishing intersectoral collaboration at the national 
level, this has not brought about the desired shift 
towards a more comprehensive approach to HIV and 
AIDS. Good examples of collaborative ventures in- 
clude the incorporation of HIV/AIDS awareness ac- 
tivities into the ‘Universities Talk AIDS’ programme 
(implemented by the National Service Scheme of the 
Department of Youth Affairs and Sports of the 
Ministry of Human Resource Development (HRD), 
and developed with close collaboration between 
NACO, the Ministry of HRD and WHO) and the 
allocation of free prime time on national television 
for HIV/AIDS awareness campaigns. These and other 
planned collaborative efforts are very positive devel- 
opments, given the need for integrated approaches 
to HIV/AIDS prevention. However, they are also 
highly selective in orientation, reflecting the con- 
tinued tendency to conceptualize HIV transmission 
in terms of individual behaviour rather than social 
change. In order to be effective, HIV intervention 
strategies must focus upon the social, cultural and 
economic factors that give rise to risk behaviours in 
the first place and that constrain less risky activity. 
To date, however, little progress has been made in 
incorporating HIV/AIDS prevention efforts in India 
into broader development and empowerment 
Strategies. 


HIV/AIDS surveillance — 


Some of the problems of the surveillance programme 
have been discussed above. These include the lack 
of a systematic sampling strategy, wide regional 
variations: in numbers and proportions of different 
categories screened, inconsistencies in the reporting 
and processing of data, and the lack of attention paid 
to ethical issues such as consent and confidentiality. 
ICMR began to acknowledge the limitations of its 
data in 1990 (ICMR 1990). However, responsibility 
for surveillance activities has filtered down to the state 
level and, due to bureaucratic inertia, the structure 
and mechanisms of the programme have remained 
largely unchanged. The vast majority of samples con- 
tinue to be drawn from so-called ‘high-risk’ groups 
with sample collection depending upon individual 
centres’ targeting procedures and access to captive 
populations. As a result, screening efficiency and in- 
tensity vary widely. In Delhi, for example, the per- 
centage of positive samples collected by 8 centres 
which had screened more than 10 000 individuals by 
June 1994 ranged from 0.0003 to 0.05. The pattern 
of surveillance is also highly uneven at the state level, 
rates of screening by March 1995 ranging from 6868 


per 100 000 population in Pondicherry to 10 per 
100 000 in Bihar. 


In addition to yielding data of doubtful reliability, the 
surveillance programme has come under attack for 
infringing human rights. India is a signatory of the 
World Health Assembly resolution which calls upon 
governments to protect from discrimination persons 
or groups known or suspected to be HIV positive. 
To this end, NACO has requested that states organize | 
a sound and rational testing policy which includes 
unlinked anonymous testing for surveillance and 
screening of blood; linked testing for those with acute 
symptoms of AIDS where counselling is available; 
and voluntary testing facilities only in the presence 
of sound counselling and support services. In prac- 
tice, many samples collected for surveillance are 
linked (indeed, names continue to be leaked to the 
press) and although testing is technically voluntary, 
many of those screened have neither the knowledge 
to give informed consent or the freedom to refuse 
to be tested. Counselling of HIV positive individuals 
is inadequate, amounting to little more than post-test 
advice on how to avoid infecting other people and 
little is available in the way of social, psychological 
and medical support. 


Acknowledging the failings of the surveillance 
system, NACO has decided to adopt a sentinel 
surveillance system whereby in a limited number of 
selected sentinel sites, selected populations will be 
screened for HIV prevalence at certain intervals to 
monitor the progression of the epidemic and to iden- 
tify trends. A standardized protocol-for sentinel 
studies has been developed and introduced. Efforts 
are also underway to improve the quality of counsell- 
ing offered to people with HIV and STDs. To this 
end, a grassroots counselling training module has 
been developed and a counselling training programme 
established with appropriate modules and manuals. 


Behavioural change through information, 
education and communication 


Because the dominant mode of HIV transmission in 
India is heterosexual intercourse, strategies to modify 
sexual behaviour are a key component of HIV preven- 
tion. Nearly a decade after HIV infection was first 
detected in an Indian national, there is little evidence 
to suggest that such behavioural change has been 
achieved. Levels of knowledge and awareness about 
HIV and AIDS are very low in both the general 
population and vulnerable groups; condoms have a 
negative image and are almost exclusively associated 
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with family planning; and, as sexual relations are in- 
herently unequal, few women have the power to pro- 
tect themselves against HIV. 


During the earlier phase of the National AIDS Con- 
trol Programme, cultural taboos about openly dis- 
cussing sex fostered a reluctance to initiate AIDS 
awareness campaigns. Official apathy and indiffer- 
ence were also linked to the belief that AIDS would 
be confined to highly marginalized groups. Not- 
withstanding such cultural sensitivities, NACO now 
recognizes that there is a pressing need for activities 
designed to generate awareness about HIV and AIDS 
and to bring about changes in risk behaviours. To this 
end, the Organization is disseminating information 
about AIDS through the television, radio, press and 
-other channels of communication. The ‘Universities 
Talk AIDS’ programme currently reaches approxi- 
mately 10 million students in 6500 colleges and 
universities in India. Efforts are also underway to 
devise educational materials for members of the 
services, railway workers, industrial workers and 
prisoners (Dasgupta 1994), 


Until recently, attempts to introduce AIDS education 
to schoolchildren proved unacceptable to educa- 
tionalists who believed that sex and AIDS education 
would encourage early sexual experimentation 
(Muley 1994). However, an extra-curricular package 
on HIV/AIDS and STDs has now been developed by 
the National Centre for Education Research and 
Training (NCERT) in collaboration with NACO, 
UNICEF, UNESCO and WHO. This package has 
been discussed by various groups, including teachers 
and parent-teacher associations, and forms the basis 
for proposals from 15 states for school-based AIDS 
awareness programmes. 


In addition to general awareness campaigns, NACO 
is promoting the development of HIV prevention 
programmes to bring about behavioural change in 
highly vulnerable groups such as CSWs and their 
clients. Targeted interventions are a recent develop- 
ment in Indian AIDS policy. Nevertheless, a number 
of ambitious pilot projects have been intitiated with 
technical assistance from WHO. In Madras, for ex- 
ample, a pilot scheme was established in 1992 for 
the design and implementation of IEC strategies 
amongst members of the commercial sex industry 
(Asthana and Oostvogels, forthcoming). Due to the 
isolation and powerlessness of sex workers them- 
selves, the recruitment of peer educators proved prob- 
lematic. The project therefore tested strategies which 


involved close affiliates of the target groups. These 
included madams, pimps and brothelkeepers. It also 
recognized that it was important to include clients in 
outreach efforts since their cooperation in using con- 
doms is essential. Brokers (who procure clients for 
CSWs) were identified as a potential conduit for the 
dissemination of AIDS information and condoms 
amongst this target group. Finally, the cooperation 
of a wide range of players with more peripheral links 
with the sex industry was enlisted. These included 
local police; general practitioners who provide STD 
services; the employees of cinemas, wine shops and 
bars; political and religious leaders; and the local 
media. 


By endorsing community-based strategies of this type, 
NACO is in tune with international AIDS policy. 
Nevertheless, there remain powerful obstacles to pro- 
moting behavioural change amongst targeted groups. 
Official attitudes to CSWs, for example, are still 
highly contradictory. The Suppression of Immoral 
Traffic Act of 1956 (SITA), amended in 1986 
(PITA), did not originally seek to abolish prostitu- 
tion, but to abolish the practice of exploitation of 
women by others. However, the client is not an of- 
fender under the Act and sex workers can be penal- 
ized under Sections 7 and 8 for soliciting (Singh 
1991). In practice, moreover, it is prostitution rather 
than exploitation that is targeted for legal action with 
over 90% of the 15 000 or so cases that are registered 
annually under SITA/PITA being taken against sex 
workers rather than pimps and procurers (personal 
communication, Dr R Oostvogels). 


Vulnerable to stigmatization and criminal prosecu- 
tion, it is hardly surprising that CSWs remain 
suspicious of official involvement. Confidence has 
been expressed in the ability of NGOs to gain access 
to marginalized groups. However, care should be 
taken in assuming that the non-governmental sector 
is, by definition, more virtuous than its governmen- 
tal counterpart. Evidence suggests that a growing 
number of Indian NGOs which have jumped on the 
AIDS bandwagon are motivated by self-promotion 
rather than altruism. Many organizations would ap- 
pear to be more interested in attracting international 
funds and attending international conferences than 
working in the communities they claim to serve. 
Finally, NGO projects that have been initiated with 
outside assistance may not prove sustainable once that 
assistance has been withdrawn. 


Other obstacles to the promotion of behavioural 
change stem from the nature and Organization of the 
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commercial sex industry itself. Whilst street workers 
are fairly visible because of where they work, other 
CSWs are engaged in disguised prostitution and are 
thus difficult to identify. Women who continue to live 
in regular households but who sell sex without the 
knowledge of their families and neighbours maintain 
a close secrecy about their working lives. It can also 
be difficult to gain access to brothel-based women. 
In Madras, for example, the premises in which broth- 
els are housed regularly shift in response to police 
raids or complaints from neighbours. Information 
‘about the location of brothels is thus restricted to 
regular clients and brokers (Asthana and Oostvogels, 
forthcoming). 


Finally, HIV prevention strategies are undermined 
by the powerlessness of commercial sex workers. Im- 
proved access to condoms has a limited impact on 
sexual practices if targeted individuals cannot insist 
upon their use. Yet, evidence suggests that it is the 
client rather than the sex worker who determines con- 
dom use and the few client surveys that have been 
undertaken in India reveal very little enthusiasm for 
safe sex. Brothel owners can play a key role in defin- 
ing the sexual practices of the women they control 
and may be persuaded that there are business advan- 
tages to being able to advertize safe sex. In practice, 
however, many brothel owners will put the immediate 
needs of their clients before those of CSWs, and if 
condom promotion is perceived to threaten client 
interest and satisfaction, they will not insist upon 
condom use. 


Control of sexually transmitted diseases 


The prevention and control of sexually transmitted 
diseases (STDs) is recognized as one of the major 
strategies of HIV prevention as genital ulcer diseases 
and STDs characterized by discharge facilitate both 
the acquisition and transmission of the HIV virus. 
Official data on STD prevalence rates in India are 
limited as they are based on cases reported to public 
hospitals and STD clinics. Evidence suggests that 
only a very small percentage of STD sufferers attend 
public facilities, the majority seeking clinical care 
from private doctors, going directly to drug sellers 
(where both diagnosis and case management tend 
to be inadequate) or resorting to self-medication. 
Women are particularly likely to go without treat- 
ment: first because women with STD are frequently 
asymptomatic, second because they may not be aware 
of the significance of genital tract symptoms, and 
third because of the fear and stigma attached to seek- 
ing care for an STD. Those in rural areas are further 


disadvantaged due to the lack of female doctors and 
problems of physical access to health facilities. Re- 
cent evidence also suggests that because women who 
do seek treatment are often too inhibited to be physi- 
cally examined, health workers are forced to rely 
on verbal accounts (Ramasubban 1990). This clearly 
increases the risk of misdiagnosis. 


As a first step towards developing STD prevention 
and control activities, NACO has commissioned a 
number of baseline surveys to evaluate the extent of 
the.problem. In Tamil Nadu, samples were collected 
from selected populations in 1992. Rates were highest 
amongst female remand prisoners (a group likely 
to comprise a high proportion of CSWs), 36% of 
whom were infected. However, 10% of antenatal 
clinic attenders were found to suffer from a sexually 
transmitted disease and 2% from syphilis. STDs were 
also found to be a significant problem in rural areas, 
with 6% and 4% of men and women being affected. 
Four percent of rural men were found to suffer from 
syphilis (NACO 1993). These figures suggest that 
STDs constitute a major health problem in India and 
that large numbers of people in the country are poten- 
tially at risk of contracting HIV. 


Recognizing the severity of the problem, NACO has 
proposed that, in addition to offering technical 
assistance to individual states and union territories, 
central funds are to be channelled into STD preven- 
tion and control efforts. A national STD programme 
has been in existence since 1946. However, during 
the first two decades of the programme, health 
officials were more preoccupied with combating 
major epidemic diseases such as smallpox and 
malaria. Because STDs were regarded as less life 
threatening, they commanded a lower medical and 
administrative priority (Arnold 1993). In the 1960s 
and 1970s STD clinics began to be established at both 
state and district levels. However, rather than 
developing community approaches to STD preven- 
tion, emphasis was placed on diagnosis and treatment. 


NACO has proposed that policies need to be aimed 
at both preventing STD infection and providing bet- 
ter diagnosis and case management of these diseases. 
To this end, it is developing IEC strategies which pro- 
mote safer sex and condom use. Prevailing attitudes 
to STDs need to be challenged as high-risk groups 
are more likely to rely on antibiotics to cure venereal 
disease than methods to prevent it in the first place. 
Many brothel owners, for instance, arrange for their 
girls to have weekly injections of antibiotics from 
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private doctors. This may promote complacency 
amongst sex workers who come to believe that HIV, 
like other STDs is curable. Even when efforts are 
made by sex workers and their clients to prevent STD 
transmission, evidence suggests that they place their 
faith in folk remedies and myths rather than condoms. 
Qualitative research undertaken by a WHO-funded 
team in Madras found that many sex workers believed 
that washing one’s genitals after intercourse in urine, 
soda water or lime juice would prevent STDs. 
Another idea was that whilst intercourse by a road- 
side or railway track encourages the spread of 
disease, sex in a confined room does not (Asthana 
and Oostvogels, forthcoming). Such ideas act as 
barriers against the use of condoms and suggest the 
health education regarding STDs and AIDS is a 
priority. 


In addition to raising knowledge and awareness, 
NACO aims to improve access to health care for sex- 
ually transmitted diseases by strengthening existing 
facilities and by extending STD services to non- 
specialist centres (such as MCH/Family Planning and 
antenatal clinics). Staff at the existing 372 STD clinics 
in medical colleges and hospitals are to receive 
laboratory equipment and training in diagnosis, case 
management, surveillance, education and counsel- 
ling. Under the new policy, however, the emphasis 
has shifted away from these higher order centres and 
from the laboratory diagnosis of STDs, to first level 
health workers and the use of the syndromic approach 
to the management of people with STDs and their 
partners. Thus, although STD clinics will play a role 
in training paramedical personnel and will act as 
referral centres for the diagnosis and management 
of difficult cases, the STD programme will be 
_ decentralized to the primary level. Efforts are also 
underway to provide orientation and training for 
private health care providers. This is one of the 
most difficult aspects of the component, first because 
of the size of the private sector and second because 
the STD training modules are likely to attract doc- 
tors who already have some interest, knowledge and 
awareness about STD case management. The par- 
ticipation of medical staff who are providing poor 


quality STD services wil] be more difficult to 
achieve. 


Condom programming 


High rates of STDs amongst the general population 
and amongst sex workers in particular reflect very 
low levels of condom usage by sexually active in- 
dividuals in India. Factors that have contributed to 


the generally negative image that people hold about 
condoms include the tendency to associate STD con- 
trol with cure rather than prevention, the poor quality 
of condoms sold on the Indian market, and medical 
attitudes and practices regarding family planning. 
Condoms are associated with contraception rather 
than disease prevention and are presumed to 
negatively affect sexual pleasure. As a result, they 
are rarely used in encounters between CSWs and their 
clients. Indeed, sex workers may be abused for in- 
sisting upon their use. For many clients, particularly 
those who hire the services of a prostitute with a 
group of friends} it is simply not macho to use a con- 
dom. Sex workers also hold negative beliefs about 
condoms, such as the fear that they might get lost 
in the vagina or that they will prolong the sexual en- 
counter. Health education is needed to counter such 
beliefs. Thus, targeted IEC strategies incorporate 
condom promotion as a central component. 


Negative attitudes amongst potential users also stem 
from the belief that condoms are not particularly ef- 
fective. Experiences of breakage are not uncommon 
and are usually due to poor condom quality. NACO 
has therefore undertaken to improve the quality and 
image of condoms available on the Indian market (in- 
cluding the Government’s own brand, ‘Nirodh’). A 
major legislative achievement has been to revise 
Schedule ‘R’ of the Drugs and Cosmetics Act which 
stipulates the statutory minimum quality standards for 
condoms manufactured in the country. Manufacturers 
are also required to improve their methods of quality 
assurance. Thus, the production and distribution of 
unlubricated condoms has been phased out (lubricarits 
reduce friction and thus the likelihood of breakages) 
and better quality testing (e.g. for strength, ageing 
and holes) introduced. Methods of social marketing 
to increase demand amongst target populations are 
also being investigated. These include using packag- 
ing and advertizing to make condoms more exciting 
and distributing condoms through vending machines 
to reduce the embarrassment of purchasing them. 
More emphasis is also being placed on improving the 
commercial distribution of affordable condoms, first 
because freely distributed condoms are associated 
with the Government's family planning campaign and 
second because the sale of condoms tends to raise 
their value in consumers’ minds. 


In spite of the association that is commonly made 
between condoms and family planning, it is esti- 
mated that only 5% of eligible couples actually use 
this method of contraception. At present the most 
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popular forms of contraception advocated by family 
planning agencies are sterilization and intra-uterine 
devices (IUDs), followed by oral contraceptives 
and finally condoms. The emphasis on permanent 
or long-term methods of family planning stems from 
the lack of follow-up given to women, especially 
those who gain access to these services through large 
rural family planning camps. There is also a tend- 
ency amongst health professionals to assume that 
barrier methods are too unreliable to be widely 
promoted amongst low-income and illiterate groups. 
As a result, there is little demand for condoms in the 
general population. 


The growing incidence of HIV in the country means 
that more emphasis needs to be placed on methods 
that achieve the dual purpose of family planning 
and disease prevention. Moreover, as IUDs are 
contra-indicated for women who are at risk of con- 
tracting STDs, including HIV, the active promotion 
of this form of contraception is not desirable. In an 
important example of inter-sectoral collaboration, 
NACO has coordinated with the Department of 
Family Welfare and the condom is now promoted:as 
a ‘dual benefit product’, protecting against both con- 
ception and disease. Nevertheless, there remain im- 
portant obstacles to improving the uptake of this 
method. Many women are not in a position to 
negotiate safe sex, either because they are under 
pressure to conceive or because it is culturally unac- 
ceptable for them to suggest the use of condoms, even 
to husbands with other sexual contacts. Couples 
wishing to practice birth control may also find 
condoms impractical if they lack privacy or if they 
cannot dispose of them easily. 


Blood safety programme 


Blood transfusion is the most efficient and also, at 
least in theory, the most easily preventable mode of 
HIV transmission. However, infected blood and 
blood products account for the second largest number 
of recorded AIDS cases in India (12%), preceded 
only by multiple partner sex (75%). HIV was first 
detected in a professional blood donor in 1987, after 
which surveillance centres were instructed to inten- 
sify screening of blood donors. The seropositivity rate 
in this group rose sharply from 0.3 per 1000 in April 
1988 to 1.5 per 1000 six months later and in 1989 
the screening of all donated blood and blood products 
became mandatory. Since 1990, 180 zonal blood 
testing centres have been established in 112 cities. 
These have established linkages with public, volun- 
tary and private sector blood banks and any samples 
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sent to them which are found to be positive after the 
first ELISA test are discarded. As screening has 
become less biased towards metropolitan cities and 
towards professional blood donors, current rates of 
seropositivity are lower than found in initial studies. 
In 1991, 0.37 cases per 1000 donors screened tested 
positive. In 1992 this figure had risen to 0.85. In 


major urban centres, however, Seropositivity rates | 


amongst this sector have risen very steeply, rates of 
22.9 and 23.1 per 1000 being recorded jn 1992 in 
Bombay and Madras (NACO 1993). 


The high risk status of professional blood donors is 
uncertain on the basis of risk behaviour. It is likely 
that samples have been double counted due to the 
tendency of professional blood donors to sell blood 
to different blood banks under different names (ICMR 
1989). Commercial blood banks may also take several 
units from a single donor but use different names in 
order to evade regulations which state that individuals 
should donate no more than one unit every 12 weeks 
(Girimaji 1992). Both practices would be expected 
to inflate the seropositivity rate of paid donors. 
Nevertheless, sentinel studies have consistently 
recorded higher rates of HIV infection in professional 
than in voluntary and replacement donors. As most 
professionals are destitute, without kin and travel 
from city to city, it is sometimes suggested that they 
are more prone to visit prostitutes (Ramasubban 
1990). Another possible explanation is that the pro- 
cess of plasmaphersis (whereby red blood cells are 
reinjected after separating and retaining liquid 
plasma) exposed professional blood donors to the 
HIV virus due to the inadequate sterilization of equip- 
ment (Girimaji 1992). 


Although testing of all donated blood has been man- 


datory since 1989, three years later an estimated 85% 


of the nation’s blood supply was not being screened 
for HIV (India Today 1992). Blood banks in smaller 
towns and cities lacked access to screening centres 
and few had the skills or equipment to undertake 
testing themselves. Whilst linkages had been estab- 
lished between zonal blood testing centres and 
government blood banks in metropolitan cities and 
large urban centres, many private blood banks were 
not sending their samples to be screened. The private 
sector includes commercial blood banks which in 
1989 supplied 24% of the nation’s blood supply and 
which are estimated to rely on professional blood 
donors for 94% of blood collected (NACO 1993). 
It is therefore likely that a signficant proportion 
of infected blood has been missed by the screening 


’ 


AIDS policy in India 


programme. There is also evidence to suggest that 
professional blood donors responded to the tighten- 
ing up of screening procedures in metropolitan areas 
by migrating to smaller towns and cities. 


Problems of blood safety are not confined to blood 
donated by professionals. Because demand for blood 
outstrips the public supply, relatives of patients 
requiring operations are encouraged to donate their 
own blood (replacement donations). HIV prevalence 
is also increasing in this group. In 1992 HIV preval- 
ance rates of 6.7 and 8.2 per 1000 were recorded in 
voluntary and replacement donors in Maharashtra 
State, compared to 16.8 per 1000 in paid donors 
(Bharucha 1992). The rate in the replacement group 
may result from the practice of professionals posing 
as relatives if the latter are unwilling to donate blood. 
Nevertheless, it suggests that improvements in 
both the supply and the screening of blood must be 
made if HIV transmission is to be avoided during 
emergency surgery. 


Recognizing the urgency of improving blood safety 
in India, NACO has undertaken to improve testing 
of blood and blood products, Strengthen existing 
government facilities and external quality control, 
promote voluntary blood donation, develop and im- 
prove facilities for plasma fractionation, and to im- 
prove the management, monitoring and evaluation of 
blood transfusion services. Central funds will con- 
tinue to support zonal blood testing centres, and 
district level blood banks which handle small quan- 
tities of blood are being provided with rapid HIV test 
kits. NACO is providing central assistance to states 
to upgrade blood banks in the public sector and the 
Drugs and Cosmetic Act has been amended to en- 
sure that the Government has better control over the 
licencing and inspection of private blood banks. 
Before blood banks are to be granted a licence, they 
must be approved by the Drug Controller of India. 
Legal requirements introduced in the Act include 
qualification and experience requirements for blood 
bank personnel, mandatory testing of all blood and 
blood products, maintenance of complete and ac- 
Curate records, and quality control. Blood Transfu- 
sion Officers have been appointed to coordinate the 
Programme's management at the State level and pro- 
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health professionals to use blood and blood products 
more rationally. 


Improved surveillance of donated blood has already 
had an impact on HIV transmission through blood 
transfusions, at least in the metropolitan areas. 
According to the head of the Delhi AIDS Cell, the 
rate of infection in blood recipients had fallen from 
20 per 1000 in 1993 to 10.5 per 1000 in 1994 
(Pioneer 1994). However, there are formidable 
obstacles to ensuring that all donated blood is 
screened. Bottlenecks have occurred in the implemen- 
tation of the Blood Safety Programme at the State 
level due to the failure of State Finance Departments 
to release centrally allocated funds and, as there 
remain acute shortages in the nation’s blood supply, 
unregistered blood banks continue to operate. There 
is little comfort, too, for the thousands of people 
Suspected to have been infected with HIV by blood 
or blood products. In 1994 a woman who received 
HIV infected blood at a charitable hospital in Bom- 
bay lost her claim for damages on the basis that she 
had been treated free of charge (Times of India 1994). 
It is likely that this court decision will set a prece- 
dent regarding compensation for people with HIV and 
AIDs. 


Reduction of impact 


Whilst efforts to prevent the continued spread of HIV 
have been stepped up since 1992, there are already 
sufficient numbers of infected people to have pro- 
found social, economic, medical and psychological 
impacts on affected individuals, their families and 
communities. Although NACO has said little about 
the social and welfare costs of a disease that 
predominately affects people in their prime produc- 
tive and reproductive years, it has started to plan for 
the impact of AIDS in the health sector. Health costs 
of HIV/AIDS include increased demands on 


hospitals, medical staff and health budgets, together 


with new demands for counselling and psychological 
support. 


Recognizing that the current health care delivery 
system will have difficulty coping with the projected 
numbers of people with AIDS, NACO has proposed 
the development of community and home-based care 
programmes in which family members are trained in 
basic nursing skills and hygiene, and are supported 
by community level workers and local health facil- 
ities. An adequate referral System will need to be in 
place to ensure that hospital treatment is readily 
accessible for severely ill people with AIDS. In 
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order to ensure that hospitalized AIDS patients are 
not stigmatized, NACO has requested that they are 
no longer isolated, but treated in general wards. 
Training programmes for health personnel have also 
been proposed to encourage less discriminatory 
practices. 


Whether in the community or in a Clinical setting, 
the new emphasis is on the need to protect the rights 
of those affected by HIV and AIDS and to support 
rather than marginalize them. To this end, efforts are 
being made to develop HIV/AIDS counselling ac- 
tivities. To date, counselling has involved little more 
than a discussion of the medical implications of 
HIV/AIDS and of methods of preventing HIV 
transmission. The new strategy introduces the con- 
cept of psychosocial support and emphasizes the need 
for dialogue rather than instruction. 


Conclusion 


Since the creation of the National AIDS Control 
Organization in 1992, there have been many positive 
developments in policy and legislation relating to HIV 
and AIDS in India. NACO has reacted positively and 
quickly to new approaches in international AIDS 
policy, most particularly those advocated by the 
World Health Organization’s Global Programme on 
AIDS. Thus, the earlier official response, which was 
characterized by conservatism and discrimination, has 
been replaced by an approach which emphasizes the 
rights and dignity of people with HIV, which seeks 
to communicate with those who are vulnerable to 
the disease rather than instruct them, and to support 
rather than punish them. Considerable progress has 
been made in establishing the structure and mechan- 
isms of a coherent National AIDS prevention and con- 
trol programme and in directing resources towards 
interventions to prevent the transmission of HIV. To 
this end, NACO officials have confronted highly 
sensitive issues and have demonstrated a willing- 
ness to challenge cultural taboos surrounding sexual 
behaviour in India. 


The progressive approach of national-level policy- 
makers has been countered, however, by conservative 
forces at the state-and local levels. With important 
exceptions, state governments have shown a reluc- 
tance to launch health education campaigns that talk 
openly about sex and condom use. Bottlenecks have 
occurred in the distribution of funds for AIDS pro- 
jects and in the recruitment of personnel. Due to the 
stigma attached to working with high-risk groups, 


especially in the context of AIDS, many government 
officials are happy to pass the responsibility for HIV 
prevention activities to the non-governmental sector, 
Whilst this has paved the way for projects of a more 
innovative and challenging nature, it has permitted 
the growth of NGOs which seek little more than funds 
and prestige. Problems of implementation have also 
stemmed from conflicts of interest between different 
State sectors. On the one hand, health departments 
are expected to take an inclusionary approach to 
groups such as CSWs and IDUs. On the other, State 
bodies in charge of public order and law enforcement 
are expected to arrest them. 


Whilst such constraints are of a short-term nature, 
a more fundamental problem with NACP is that it 
continues to emphasize medical aspects of AIDS at 
the expense of social and economic dimensions. As 
a result, it takes insufficient account of the wider 
social context that puts targeted individuals at risk 
in the first place. Individual vulnerability to HIV is 
generally increased by poverty, lack of education, 
poor self-esteem, poor health and nutrition (associated 
with increased need for blood transfusions or injec- 
tions), low social status and lack of sexual autonomy. 
These factors cannot be addressed by ‘selective’ 
programmes that focus exclusively on HIV/AIDS 
prevention but demand an integrated and comprehen- 
sive approach that concentrates on broader develop- 
ment issues. In the Indian context this means 
challenging double standards which result in the strict 
control of women’s sexuality, sexual freedom for 
men, and commercial sex for large numbers of im- 
poverished women; abolishing the social inequalities 
that sanction the rape and sexual exploitation of lower 
caste women by upper caste men; and addressing the 
economic inequalities which deprive large numbers 
of people of access to adequate health and education 
facilities, which promote long-term migration and the 
breakdown of normal family life, and which result 
in the entry of impoverished men and women into 
the commercial blood and sex industries. Such goals 
may be outside the sphere of influence of India’s 
health planners, but if the AIDS epidemic in India 
is to be effectively challenged, they must be on the 
policy agenda. 
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